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New! Hinshaw and Garland’s Diseases of the Chest 


Here is a book to increase your effectiveness in 
diagnosing and treating thoracic disorders, It brings 
you all the revolutionary advances which have been 
made in this field. Each technique and procedure 
is deseribed so concisely and clearly you will be 
able to put it into immediate use. 


The authors first outline and discuss diagnostic 
procedures. Then they consider every thoracic disor- 
der you are likely to encounter, describing for each: 
etiology, pathology, clinical manifestations, compli- 
cations and mortality. Specific therapy is up-to-the- 


W. B. SAUNDERS COMPANY 


minute, including all the latest proven drugs. 


Among the many disorders covered you'll find: the 
pneumonias—pulmonary abscess—foreign bodies— 
sarcoidosis—pulmonary diseases of occupational 
origin—pulmonary cysts—thoracie injuries—bron- 
chial asthma—bronchogenic carcinoma—pulmonary 
congestion and edema—ete. 


By H. Corwin Hinshaw, M.D., Ph.D., Clinical Professor of Medicine, Stanford 
University School of Medicine; and L. Henry Garland, M.B., B.Ch., Clinical 
Professor of Radiology, Stanford University School of Medicine. 727 pages, 
7”x10”, with 634 illustrations on 288 figures. $15.00. New: 
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KNOCKOUT 


When muscles ache at the end 
of a tiring day, MINIT-RUB® will 
give quick relief. A brisk 
application of this modern 
counterirritant is followed 
promptly by a soothing feeling 
of mild warmth. Muscles 

relax and pain is relieved. 


BRISTOL-MYERS Co. 
19 West 50 St., New York 20, N.Y. 
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CREASE LES. STAINLESS 


from disability to dexterity 


Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 


The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 


Acetyc 


Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 
zation and relief of joint pain and edema. 
Usual dosage —1 or 2 tablets three or four 
times a day. 

Each Acetycol Tablet contains: 


Aspirin 325.0 mg. 
Para-aminobenzoic acid .......... 162.0 mg. 
Colchicine, salicylated ............ 0.25 mg. 
Thiamine hydrochloride .......... 5.0 mg. 
Niacin 15.0 mg. 


Supplied: Bottles of 100 and 500 


TRADEMARK 


to relieve rheumatic pain 


WARNER-CHILCOTT 
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rheumatoid 

arthritis 
continuing benefits 


for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


* therapy usually undisturbed by sodium retention, 
edema, weight gain 


* excellent relief of arthritic pain, swelling, 
tenderness 


* spares patients salt-poor diets 
© up to 5 times as potent as hydrocortisone 


Available as 1, 2.5, and 5 mg. tablets 
METICORTELONE,* brand of prednisolone. *T.M. ML-J-66-256 
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a new S.K.F. product: 


a balanced combination of 


THORAZINE? and DEXEDRINE!? 


a specific anti-anxiety agent a standard antidepressant 
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Indications: 

In mental and emotional disturbances: 

“Thora-Dex’ is indicated in a wide variety of mental and emotional 
disturbances in which anxiety, agitation, or apprehension is compli- 
cated by depression. 


In somatic conditions complicated by emotional stress: 

“Thora-Dex’ is of value in many somatic conditions, apparently un- 
related, but in which emotional stress is a complicating or even a 
causative factor. With tension, apprehension, anxiety and depression 
allayed, the clinical picture and prognosis are greatly improved. 


When ‘Thorazine’ alone causes undesired drowsiness: 
“‘Thorazine’ alone sometimes causes drowsiness: while this effect may 
be desirable in some patients, it may prove troublesome in others. 
For instance, in the treatment of nausea and vomiting, especially in 
ambulatory cases where drowsiness is a problem, “Thora-Dex’ will 
be found widely useful. The patient treated with “Thora-Dex’ is 
generally more alert and assured, with normal interest, activity and 
capacity for work. 


Formula: 

‘Thora-Dex’ Tablets are available in two strengths: (1) “Thorazine’ (chlor- 
promazine hydrochloride, S.K.F.), 10 mg., and ‘Dexedrine’ (dextro-am- 
phetamine sulfate, S.K.F.), 2 mg.; (2) “Thorazine’, 25 mg., and ‘Dexedrine’, 
5 mg. 

“‘Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature on 
‘Thorazine’. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark 
t T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Ne wr... 
Checks 
DIARRHEA 
Four Ways 


POMALIN 


J CURBS EXCESSIVE PERISTALSIS 
Vv ADSORBS TOXINS AND GASES 
Jv SOOTHES INFLAMED MUCOSA 
J PROVIDES INTESTINAL ANTISEPSIS 


Each 15 ce. (tablespoontul) contains: 
Sulfaguanidine 


(equivalent to 2 cc. paregoric). 


DOSAGE: Adults: Initially 1 or 2 tablespoonfuls from 4 to 6 times 
daily, or 1 or 2 teaspoonfuls after each loose bowel 
movement; reduce dosage as diarrhea subsides. 
Children: 2 teaspoonful (==2.5 cc.) per 15 lb. of body 
weight every 4 hours day and night until 5 stools daily, 

then every 8 hours for 3 days. 


SUPPLIED: Bottles of 16 fi, oz. Exempt narcotic. Available on prescription only. 


ithe LABCRATORIES NEW YORK 18, N. Y. 


Urge, Al,0,-2 Si0,-2 H,0 
H,N-O-S0,-NH-C. 
NH, 
be 
Gm: 
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in rheumatoid arthritis 


ROUTINE 
CO-ADMINISTRATION 
MEANS 


CoHydeltra 


(Buffered Prednisolone) 


Clinical evidence!.2.3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould beroutinely co-admin- 
istered to minimize gastric distress. 


2.5 mg. or 5 mg. prednisone or prednisolone with reo ARP 
50 mg. magnesium trisilicate DOHME 
and 300 mg. aluminum hydroxide gel. Phitedetohia 1, Pa. 
References: 1. Boland, E. W., J.A.M.A. 160:613, Drvision oF MeRcK & Co.. INC. 
February 25, 1956. 2. Margolis, H. M., et al. 


M:, 
J.A.M.A. 158: 454, June 11, 1955. 3. Bollet, A. J., 
et al, J.A.M.A. 158:459, June 11, 1955. 


*CO-DELTRA’ cnd ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC. 
ALL THE BENEFITS OF THE “PREDNI-STEROIDS” PLUS POSITIVE ANTACID ACTION TO MINIMIZE GASTRIC DISTRESS 


| 7 
. 
i 
: 
: 
: 
AS 
Multiple 
Compressed 
Tablets 
aw 
4 
\ 


9/12/55 DISCHARGE SUMMARY 


to admis Sion, 


Physical examination revealed throat to be 
infected and red with severe hyperplasia of 
lymphoid tissues, Throat culture revealed 
Group A beta hemolytic streptococcus, 


Patient was Started on 200 mg. of Erythrocin 
four times a day for three days, 


Final Diagnosis: acute streptococcal] pharyngitis, 


Result; rapid and complete recovery with 
Erythrocin, 


*Communication to Abbott Laboratories 


im the of pharyngitis 
| 
| 4 _ Patient, male, age 40, entered hospital with 
. - history of sore throat Starting 48 hours Previous 
within 48 hours, No 
side effects, Three cultures taken subsequently 
_ did not show Group A beta hemolytic Streptococcus, 
| 
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specific against 
coccic infections 


Specific—because you can actually pinpoint the 
therapy for coccic infections. That’s because you know 
most bacterial respiratory infections are caused by 
staph-, strep- and pneumococci. And these are the very 
organisms most sensitive to ERYTHROCIN—even when 
they resist penicillin and other antibiotics. 


‘ey 

®) 


(Erythromycin Stearate, Abbott) 


STEARATE 


with little risk 
of side effects 


Low toxicity—because ERYTHROCIN (in contrast to 
many other antibiotics) rarely alters intestinal flora. 
Thus, patients seldom get gastroenteral side effects. 

Or loss of vitamin synthesis in the intestine. No allergic 


reactions, either. Filmtab EryTHROCIN Stea- 
rate (100 and 250 mg. ), bottles of 25 and 100. bbott 


(Erythromycin Stearate, Abbott) 


STEARATE 


® Filmtab — film-sealed tablets; pat. applied for. 
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NEW... 


TRADE MARK 
VAGINAL CREAM 


medically, 
DELFEN is the first contraceptive CREAM reported to be 


clinically effective when used alone. 


pharmaceutically, 


DELFEN is an oil-in-water emulsion—a cream. 


chemically, 


DELFEN Cream contains the highest concentration of the most 


potent, nontoxic spermicide ever discovered. 


clinically, 


results to date show DELFEN Cream to be highly active, 


very esthetic and nonirritating. 
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during 
convalescence 


of 


many indications for 


high potency vitamin-mineral formula 


Nutritional adequacy helps to shorten disability follow- 
ing surgery, injury, or disease. 


MYADEC is a comprehensive vitamin-mineral aid. As a 
dietary adjunct it helps meet needs of undernourished 
patients and those susceptible to nutritional deficiencies. 
Nutritional supplementation with MM YADEC provides 
therapeutic potencies of nine important vitamins, and 
eleven important mineral and trace elements. 


Each MYADEC Capsule provides the benefits of: 


minerals 
vitamins: (as inorganic salts): 


Vitamin Bis crystalline. . . . Smeg. [Iodine . . . 0.15mg. 
Vitamin Bz (riboflavin). . . . 10mg. Manganese. . 1.0 mg. 
Vitamin Be Cobalt . . . 0.1 mg. 

(pyridoxine hydrochloride) . 2 mg. Potassium . . 5.0 mg. 
Vitamin B: (mononitrate) . . . 10mg. Molybdenum . 0.2 mg. 
Nicotinamide (niacinamide) . 100mg. Iron . . . . 15.0mg. 
Vitamin C (ascorbic acid). . 150mg. Copper. . . 10mg. 
VitaminA. . . . . . 25,000units Zinc. . . . 15mg. 
VitaminD. . . . . . 1,000units Magnesium. . 6.0 mg. 
VitaminE. . . . SLU. Calcium. . .105.0mg. 

Phosphorus. . 80.0 mg. cetm 

MYADEC Capsules are supplied in bottles of 30, 100, 250, and 1000. = Ip) 
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A. H. ROBINS CO., Inc., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
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your allergy patients need a lift 


Plimasin 


(tripelennamine hydrochloride and methyl- 
phenidylacetate hydrochloride CIBA) 


What with sneezing, wheezing and scratching, being 
allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 
pression in addition to their allergic symptoms. 


Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine® hydrochloride (tripelennamine hydrochloride 
CIBA) and 5 mg. Ritalin® hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 2/2267™ 
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. . for an escape from fatigue... in your 


aging patients. 


Betasyamine carries its therapeutic attack to the very source 
of a basic biochemical inadequacy, typical of your chroni- 
cally fatigued and tense aging patients. 


Carlson! associates the aging process with progressively 
impaired neuromuscular function; Dixon? links this decline 
with chronic tension and fatigue brought about by depleted 
values of phosphocreatine. Betasyamine is not a sedative, 
not a stimulant drug. It is true replacement therapy. Betasya- 
mine, containing betaine and glycocyamine, precursors of 
phosphocreatine, serves to replenish these vital stores to op- 
timal levels needed for vigorous body functioning. In this 
manner, Betasyamine re-energizes the tense, exhausted pa- 
tient. By its purely physiologic action, Betasyamine offers a 
new-found means to meet the problem of autumnal years, 
whether they be environmental, physical, emotional. 


With Betasyamine, escape from fatigue in aging patients 
is achieved; a new will to keep going, stronger than ever. 


Averag age: 1 Effervescent Packet: 1 tablespoonful Emulsion; or 5 Tablets three times daily at 
mealtimes. 

|: Effervescent Packets (New) — 24’s; Emulsion — 16 fl. oz.; Tablets — 200’s. 
Refer 1. Carlson, A. J., in Stieglitz, E. J.: Geriatric Medicine, ed. 3, Philadelphia, J. B. Lippincott 
Pesan 1954, p. 71. + 2. Dixon, H. H.; Peterson, R. D.; Dickel. H. A.; Jones, C. H., and West, E. S.: West J. 3 


Surg. 60:327 (July) 1952. 


Amino Products Division ¢ International Minerals & Chemical Corporation 
Chicago San Francisco Los Angeles 
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Nuisance 
in Any 
Practice 


Every time this patient 
comes in she has a different 
symptom. You know most of it is 
mental, but you want to quiet her 

fears and anxieties. 


Butisol Sodium gives calming, tranquiliz- 
ing ‘‘daytime sedation’’— its action and 
safety have been tested in the crucible of 

mass clinical use throughout the years. 


BUTISOL SODIUM 


BUTABARBITAL SODIUM, McNEIL 


| McNEIL | 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


TABLETS 15 mg. (4 gr.), 30 mg. 
C/A gr.), SO mg. (% gr.), 100 mg. 


gr.), R-A (Repeat Action) 
30 mg.and60O mg. 


ELIXIR, 30 mg. (2 gr.) 
perS cc. 


CAPSULES, 
100 mg. (1% gr.) 
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Azo Gantrisin provides -- 
Let -- the wide antibacterial 
spectrum of Gantrisin plus the local pain- 


__rel? eving action of a widely accepted 


urinary tract analgesic. 


Gantrisin 


_ Especially for Urinary Tract Infections 


in a single 


—_ Advantages of Azo Gantrisin: Effective 

antibacterial concentrations in blood 
as well as urine; prompt relief of 

focal discomfort; rapid appearance of 
orange-red dye in urine also has 

Each tablet contains 0.5 Gm 

Gantrisin 'Roche’ plus 50 mg 

phenylazo-diamino-pyridine HCl. 


Hoffmann - La Roche Inc 


| 
= 
Gantrisin® - brand of sulfisoxazole 


Sor 


Noludar ‘Roche’ brings 
welcome rest. Not a 
barbiturate, not habit 
forming, 200 mg induces 


a sound night's sleep 


without hangover, or 50 mg 


t.i.d. provides daytime 
sedation without somnolence. 
Noludar tablets, 50 and 

200 mg; elixir, 50 mg 

per teaspoon. 

Hoffmann = La Roche Inc. 


Nutley 10, New Jersey 


Noludar® 
brand of methyprylon 


A SMILE AGAIN IN JUST 12 DAYS WITH TIME-SAVING TRIVA 


the MODERN treatment for all 3 types of vaginitis 


iI)(0aa BOYLE & COMPANY - Bell Gardens, California 


TRIVA effectively annihilates vaginal microorganisms, restores mucosal 
integrity and accelerates healing for rapid recovery. 

Non-irritant, non-toxic, non-staining, TRIVA is a safe vaginal douche... 
even during pregnancy. Effective in any pH medium. Most cases of tri- 
chomonal, monilial and non-specific vaginitis become asymptomatic and 
organism free in 6 to 12 days. For complete data see Physicians’ Desk 
Reference, 1956, page 427. 


AVAILABLE AT ALL PHARMACIES, in convenient packages of 24 individual 
3 Gm. packets, each containing 35% Alkyl Aryl sulfonate, (surface-active, 
germicidal and detergent), 0.33% Disodium ethylene bis-iminodiacetate 
(chelating agent), 53% Sodium sulfate, 2% Oxyquinoline sulfate (bac- 
tericide, protozoacide) and 9.67% dispersant. 


Full treatment package and literature on request. 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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WITH 


BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low 
dosage... controls motion sensitivity symptoms in minutes... one dose usually 
prevents motion sickness for 24 hours. 

in recommended dosage Bonamine is notably free from 
side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg... . BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 


*Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 


Pfizer PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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proven laxative 


thorough 


itle ‘prompt 


ANNALS OF INTERNAL MEDICINE 


0 


MODE 


D nt continui ation. 
RE og evidenced by professional recommendation 


ral is a new nicillin with unpara alleled stability in gastric 
Highly soluble in the duodenum, it is rapidly and optimally absorbed 
active penicillin. For injection-like height of blood levels with the notable 


: 
Produces blood levels three times as high 
Produces blood levels approximating those 
Produce levels that are higher, faster, and 
plied: VEE-Oral Ta blets, 200,000 units, scored, bottles of 36; 500,000 units, 
cored, bottles of 12. Also available: Tablets, 100,000 units za- 
00,000 uni icillin V, bottles of 836. 


IMPORTANT 
ANNOUNCEMEN 
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The Medical application of ultrasonic energy is rapidly becoming a subject of importanee, 
with more than 15,000 Physicians now employing this therapy with successful, sometimes 
startling, results. Millions of patients have been treated and hundreds of papers on the sub- 
ject have been published in Medical Journals. We have an excellent collection of reprints 
on ultrasonic therapy which we will send you on request. 
The new Birtcher MEGASON IV brings ultrasonic therapy within the reach of every office 
budget. It will pay you to have a MEGASON IV in your office on 30 days free trial. Fill out 
coupon below and we will arrange for a machine to be placed in your office. 


THE 
BIRTCHER 
CORPORATION 


the world’s largest volume 
producer of electro-surgical- 
medical equipment. 


THE BIRTCHER CORPORATION dept. JOA-656 
4371 VALLEY BOULEVARD, LOS ANGELES 32, CALIFORNIA 


(J Please send me the ultrasonic reprints 


(0 Arrange for a MEGASON IV te be placed in 
my office on free trial 


Dr 


Address. 
City. Zone. State 


— a genuine 
— Birtcher Yitrasomle 
unit at 2 new 
q mow available low price 
q the new Birtcher 
a low priced companion to the world famous megason senior | 
1 
1 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Res erp 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

Reserpine ..........0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine .......... 0.25 mg. 

per 5 cc. teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kal Michigan 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


® well tolerated, non-addictive, essentially non-toxic 

® no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
® chemically unrelated to chlorpromazine or reserpine 

® does not produce significant depression 

® orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


iltown 


the original meprobamate—2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets t.i.d. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. (yy 


Literature and Samples Available on Request 
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citrus may 


help your 


acne 


patients 


A possible relationship between vitamin C and A 
deficiencies and an aggravation of the acne complex has 
been suggested by recent research. Morris’ reports 
excellent results in over 80% of a series of 53 cases—and 
“dramatic improvement” in 35% of these—when Vitamin C 
and citrus juices were added to routine therapy. 

Bluefarb? finds vitamin C with A helpful in relieving 
follicular plugging and, with iron, in correcting the iron 
deficiency anemia so frequently present in adolescence. 


Teen-agers (and their mothers) will be grateful for your 
advising orange juice .. . and grapefruit and tangerines . . . 
ad lib. This is a pleasant and effective means for assuring 
that vitamin C intake is up to par. 


Florida Citrus Commission, Lakeland, Florida 

(8 oz. glass of orange juice contains approximately 120 mg. 
vitamin C ... half medium grapefruit, 75 mg... . 

medium tangerine, 25 mg.) 


References: 
1. Morris, G.E.: A.M.A. 
Arch, Derm. & Syph., 
70:363, 1954. 

2. Bluefarb, S. M.: Post- 
grad. Med., 19:144, 1956. 


RANGES GRAPEFRUIT? TANGERINES 


26 = 
FLORIDA | 
2 . 


To lower the tension 


and Stabilize 


Rauwiloid® + Veriloid® 


For moderate to severe hypertension. The combi- 
nation permits long-term therapy with lower doses 
of Veriloid, greatly lessened side effects, and de- 
pendably stable response. Each tablet contains 
1lmg. Rauwiloid and 3mg. Veriloid. Initial dose, 
1 tablet t.i.d., p.c. 


Rauwiloid +Hexamethonium 


For severe, otherwise intractable hypertension, this 
single-tablet combination provides smoother, less 
erratic response to oral hexamethonium, thereby 
stabilizing reduced tension. Permits up to 50% less 
hexamethonium to exert full effect. Each tablet con- 
tains 1mg. Rauwiloid and 250mg. hexamethonium 
chloride dihydrate. Initial dose 4 tablet q.i.d. 


Synergistic 
Better Tolerated 
Combination Therapy 


LOS ANGELES 
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"SWEATING AND CLOTHES RUB ARE NATURALS ON MY JOB- 
THAT'S WHY I USE AMMENS: 


Burning and itching of the skin are com- AMMENS’ finely triturated talc and starch 
mon in overheated job environments or in _ absorb moisture, soothe and heal heat rash, 
hot weather. Rubbing of sweaty clothesisan __ prickly heat or diaper rash. Oxyquinolin and 
additional irritant. Chafing often becomes zinc oxide help prevent bacterial invasion of 
stubbornly chronic, especially in the obese. macerated crevices. 

AMMENS MEDICATED PowDER gives mechani- AMMENS is also excellent for the scrupu- 
cal “slippage” and healing medication for lous care and hygiene of the feet which are 
the sting of chafing. so important to the diabetic patient. 


BRISTOL-MYERS COMPANY, 19 West 50 Street, New York 20, N. Y. 


DISTRIBUTOR FOR CHARLES AMMEN CO., ALEXANDRIA, LOUISIANA 
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_TO FACILITATE MODERN SURG 


“HIGH SPEED 


Pressure Justrument Sterilizer 


3-minute 
emergency 
Justrument 2 x Restine 


Sterilizing Pre-prepared 
Procedures wrapped 
instruments 


MAJOR ADVANTAGES 


Sguate: 12” x 16" x 24” chamber provides 
50% more useful space —takes three in- 
strument trays, or basins and other utensils. 


Automatic: Set-and-forget Cyclomatic 


Control ends doubts; assures thorough 


sterilization even under emergency stress. 


nats Fast: Reaches 270° in 45 seconds; holds 
©12”x 16x 24" square | © Three full size instrument = for 3 minutes; exhausts and dries in 60 
chamber is large enough trays with “file drawer” ! 

for basins and utensils. suspension. : seconds for complete emergency cycle 


COOL + CLEAN + CONVENIENT AND SURE of less than 5 minutes. 


AMERICAN STERILIZER COMPANY 
ERIE, PENNSYLVANIA 


| 


NAME 


HOSPITAL 


ADDRESS 


CITY 
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AND EFFICIENT HOSPITAL PRACTICE... ee 
3 
Cyclomatic Control eliminates “remembering 
| 
4 q J 
| 
a 


Journal, A.O.A. 
June, 1956 


it’s easier to specify 


the Deca vitamin family _ 


. A, D, and C, plus 7 B-complex 


10 nutritionally significant vitamins . . 
factors including B, and stable B,. 


Deca-Vi-Sol Deca-Mulcin 


the teaspoon dosage for preschoolers 


the dropper dosage form for infants and toddlers 


Pouring lip bottles of 4 and 8 oz. 


In 15, 30 and economical 50 ce. bottles 


3 
convenient 
dosage 
forms— 
all with 
stable Bi2 


it’s easier because 


¢ One basic family name—‘Deca’ 


¢ One basic formulation 


e One standard of truly comprehensive protecti 


. . . providing assured protection against vitamin inadequacies 
of “normal” diets during the vital first decade 


| 
| MEAD 
solution emulsion 
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...and in the critical 


. the vital first decade... first months of life— 
select the level of 


vitamin protection 
the baby needs 


Deca-Vi-Sol 


capsules nutritionally significant vita- 


" mins including B, and stable Biz 
Deca-Vi-Caps 
small, easy-to-take capsules for school agers Po ly-V S O 


Bottles of 30. S essential vitamins 


Tri-Vi-Sol’ 


basic vitamins 


7 
years years 


Highly stable— 
refrigeration not required 


Readily accepted— 
exceptionally pleasant taste 


can be dropped directly into the 
baby’s mouth. 


All are supplied in 
15 cc., 30 cc., and 
economical 50 ce. 

bottles with 


Piastic 
*Safti-Dropper’ 


Won’t break! 
Won't chip! 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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Rational dietary 


supplementation 


through pregnancy 


-minimal risk at term 


GESTATABS 


The Mol-lron® Prenatal Supplement 


Provides 
e Phosphorus-free calcium to reduce chances of leg cramps 


e Vitamin K to protect against neonatal prothrombin 
deficiency 


e@ Mol-Iron clinically proved to be far better tolerated 
. .. the most effective form of iron therapy.! 


Two Tablets Daily Supply: 


2 mg. 


Vitamin By: Activity Equivalent* ... 2 mcg. 
J ust 2 for 2 Acid. 100 mg. 
Thiamine Mononitrate. 3 mg. 
Pyvidanine 1.5 mg. 
N utritional Protection 10 mg. 
Nicotinamide. Pesce 30 mg. 
Mol-Iron 
for both mother and child 380 mg. 
*As in Streptomyces fermentation extractives. 


**From calcium gluconate and calcium carbonate. 
Conveniently packaged in bottles of 60 tablets (one month's supply) 


And when iron is the dominant need 
MOL-IRON with Calcium and Vitamin D 


therapeutic amounts of iron plus supplementary Vitamin D and 
phosphorus-free calcium in small easily swallowed tablets. 


'Complete bibliography on request. 


| Aehctes | LABORATORIES, INC. KENILWORTH, N. J. 
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Wes 
relieved in most cases, by 
L sere 
without impairing strength; relieves anxiety 
nervous tension without impairing mental alertness. 
ROBINS CO., Inc, RICHMOND 20.v4. 
obins A. ROBINS CO., Inc., RICH MON | 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
— Mephenesin . . . Gm. Alabama 24:217, 1955. 
Glutamic Acid Hermann, 1. F., and. Smith, R.T: ) 


Now, for only $4950° G. E. brings 


you complete 200-ma x-ray facilities 


for fluoroscopy 


New PATRICIAN diagnostic unit 
— the low-cost x-ray unit with major features 
you've always wanted. You get 81-inch angu- 
lating table * independent tube stand with 
choice of floor-to-ceiling or platform mount- 
ing * 200 ma-100 kvp, full-wave transformer 
and control * double-focus, rotating-anode 
tube. But that’s not all. 

You're equipped for vertical and horizontal 
radiography — Bucky and non-Bucky technics 
—even cross-table and stereo views. Focal-film 
distances up to full 40 inches at any table 


*f.0.b. Milwaukee, U.S.A. 


for radiography 


angle . . . as great as 48 inches cross-table. 

The new PATRICIAN features a counter- 
balanced fluoroscopic unit with full screening 
coverage. Even the new automatic reciprocat- 
ing Bucky is counterbalanced — self-retaining 
in all table positions. 

Contact your General Electric x-ray repre- 
sentative for details or demonstration, and be 
sure to have him explain the G-E Maxiservice® 
rental plan. Or write X-Ray Department, Gen- 
eral Electric Company, Milwaukee 1, Wiscon- 


‘sin, for Pub. R-61. 


Progress ls Our Most Important Product 


GENERAL ELECTRIC 
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looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


NEw 


combining 
Prednisone 0.75 mg. — best of the new 
Acetylsalicylic acid . .. 325mg. —best of the old 
Ascorbic acid 20 mg. 
Aluminum hydroxide .. 75 mg. 


antirheumatic + anti-inflammatory + analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 
relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound. 


Selering 
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‘Functional vomiting 
should be carefully distinguished 
from organic vomiting. Grave 
consequences may follow if evidences 
of organic derangement... are 
masked by treatment designed to control 4. 


vomiting alone.”! 
Safely First | in emesis therapy 


EMETROL 


Carbohydrate Solution) f 


nv EMETROL will not suppress symptoms 
am § arising from organic etiology. It controls 


vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls; 
infants and children, 1 or 2 teaspoonfuls, 
as often as every 15 minutes. Always 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual dosage 
regimens in various indications, please, 
send for literature. 


1. Bradley, J. E.: Mod. Med, 2 a 


KINNEY & COMPANY, INC. 


New 
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Peach-flavored, 


peach-colored, newest 
liquid form of the 
established broad- 


spectrum antibiotic... 


TERRAMYCIN®t 


125 mg. per 5 ce. 


teaspoonful; 


specially homogenized 


for rapid absorption; 
bottles of 2 fl. oz. 
and 1 pint, packaged 


ready to use. 


Peaches provide the 
new taste 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*Trademark tBrand of oxytetracycline 
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REMEMBER THE 


COURTESY CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS 
AND COLLEGES 


PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


[] Convention Exhibitor 
[] Advertiser in A. O. A. Publications 


AMERICAN OSTEOPATHIC ASSOCIATION 


This card expires Clark 


Dec. 31, 1956 Business Manager 


Extend Every Courtesy To Your Detail Men 
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Previews 


Exchange Lists 
Knox recipes 


Newest Knox Brochure 
Aids Dietary Management of Diabetics 


Although more than 50% of diabetics can be managed practically any system of diabetic management. If you 
with proper diet, continued success is dependent would like a supply for your practice, use coupon 
upon proper motivation of patients. Determination to below. 
a a i pa is = important for the 1. Developed by the U. S. Public Health Service assisted by committees of The 
The new booklet Variety in Meal 
Planning” has been prepared to help the physician Knox Gelatine Company 
enlist the patient’s enthusiasm for dietary measures Professional Service Department JO-18 
and to help maintain this enthusiasm. It explains the Johnstown, N. Y. 
importance of diet to the diabetic, shows him how to Please send me copies of the new Knox diabetic 
use the newest dietary advance—Food Exchange brochure describing the use of Food Exchange Lists. 
Lists'—and then describes how to provide tasty YOUR NAME AMD ADDRESS 
variety with 14 pages of tested, diabetic recipes. 
“New Variety in Meal Planning” makes no attempt 
to prescribe a system of treatment. It shows how the 
recipes described may be used to good advantage in 
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HE NEEDS AN ORGANOMERCURIAL 


In those patients with borderline or very mild congestive heart failure who can even 
get along without diuretic therapy, any agent producing minimal or intermittent 
diuresis may appear to produce benefit. 


But when cardiac decompensation—mild, moderate, or severe—is established, depend- 
able and continuously effective diuresis—obtainable only with potent oral organomer- 
curials—is a therapeutic necessity. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG, OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 


40 
patient. 
1 
99456 
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The Role of the Specialist in Physical Medicine and Rehabilitation 
In the Practice of Osteopathic Medicine of Today* 


WILLIAM W. W. PRITCHARD, D.O. 


Coordinator of Osteopathic Training 
College of Osteopathic Physicians and Surgeons 
Chairman, American Osteopathic Board of 
Physical Medicine and Rehabilitation 


Los Angeles 


I have been asked to discuss the role of the spe- 
cialist in physical medicine and rehabilitation in the 
practice of osteopathic medicine of today. The vast 
contributions to knowledge made possible by research, 
especially during recent years, have resulted in rapid 
advancement in all fields of the art of medicine or heal- 
ing. Following the work of Pasteur and Lister, the 
field of medical microbiology has been most enthusi- 
astically investigated. The fields of physiology, chem- 
istry, pharmacology, and many others have held great 
interest and yielded much information of immense 
value. The only field which has received less atten- 
tion than it deserves is that of physical medicine and 
rehabilitation, in spite of the fact that Dr. Andrew 
Taylor Still called its importance to the attention of 
the medical world more than 75 years ago. There are 
many reasons why this has been so, but I shall not 
enumerate and discuss them in detail. It should be 
sufficient to state that the maiming effects of three 
Wars in one generation, an era of almost universal 
mechanization, and the problems accompanying an ever 
aging population are now calling the attention of many 
scientists to the need of investigation in the almost un- 
explored field of physical medicine and rehabilitation. 

Within the last decade, in answer to the demand 
for specialized knowledge in this field or area of prac- 
tice, physicians with D.O. degrees and physicians with 
M.D. degrees have each established a specialty college 
or section and a specialty certifying board in physical 
medicine and rehabilitation. 

To discuss the role of the certified specialist in 
physical medicine and rehabilitation as related to the 
practice of osteopathic medicine of today, it is neces- 
sary to establish: first, what is meant by the term “‘spe- 
cialist in physical medicine and rehabilitation,” second, 
what is understood by the practice of “osteopathic 
apo of today,” and third, the relationship between 
the two. 


_ “Presented at the Fifty-Ninth Annual Convention of the American 
Ostvopathic Association, Los Angeles, July 18, 1955. 


615 


Reference to a “specialist in physical medicine and 
rehabilitation,’ while both accurate and descriptive, is 
quite cumbersome and does not seem to fit properly 
into an age which places so much accent on speed. Ap- 
parently to meet this situation, the word “physiatrist” 
was coined. It is a cumbersome word to use, and I 
seriously doubt that it will ever attain popular usage. 
When printed it has been confused with the word 
“psychiatrist.” Some certified physicians will not try 
to pronounce it and on their cards or stationery refer 
to themselves as “Diplomates” of the Board. Prob- 
ably specialists in physical medicine and rehabilitation 
following the pattern set by government and quickly 
taken up by industry and the professions will eventu- 
ally use only the initials and will be loosely referred 
to as “P.M. and R. specialists.” 

The specialist in physical medicine and rehabilita- 
tion must have certain training and qualifications. First, 
he must not only be well trained, he must also be able 
to demonstrate his ability as an average or better-than- 
average practitioner of general osteopathic medicine. 
To this basic foundation he must add 3 vears of special 
training in the field of physical medicine and rehabili- 
tation before being eligible for examination by the 
American Osteopathic Board of Physical Medicine and 
Rehabilitation, and if he passes the examination he 
must practice his specialty for another 2 years before 
becoming certified. This special training may be ob- 
tained in approved rehabilitation centers or in approved 
hospital residencies; for those osteopathic physicians 
who meet certain qualifications, the United States Pub- 
lic Health Service has indicated that it will finance at 
least 1 year of training either in this country or abroad, 
the selection of the institution and arrangements to be 
made by the trainee himself. 

The approved residency training program in physi- 
cal medicine and rehabilitation at the Los Angeles 
County Osteopathic Hospital is as follows: residency 
on a 3-year basis; requirements: D.O. degree, 1 year 
approved internship, and valid California license to 
practice or eligibility for one. 


or 
4 


The residency training program includes: 
1. Adequate clinical and bedside personalized in- 
struction 

2. Direct and comprehensive reading program, in- 
cluding : 

a. All osteopathic journals 

b. Physical Therapy Review, Archives of Physi- 
cal Medicine and Rehabilitation, Journal of the Asso- 
ciation of Physical and Mental Rehabilitation 

c. Texts: 

Bierman, W., and Licht, S., eds.: Physical medi- 
cine in general pra¢tice. Ed. 3. Paul B. Hoeber Co., 
New York, 1952 

Krusen, F. H., ed.: Physical medicine and reha- 
bilitation for clinician. W. B. Saunders Co., Philadel- 
phia, 1951 

Kessler, H. H.: Principles and practices of re- 
habilitation. Lea & Febiger, Philadelphia, 1950 

Page, L. E.: Principles of osteopathy. Academy 
of Applied Osteopathy, Kansas City, Mo., 1952 

Fryette, H. H.: Principles of osteopathic tech- 
nic. Academy of Applied Osteopathy, Carmel, Calif., 
1954. 

The active head of the department is responsible 
for establishing and administering the training pro- 
gram to meet the requirements of the Bureau of Hos- 
pitals and the specialty board. A resident spends full 
time as an employee of the hospital and is assigned to 
duties by the head of the department. A resident is 
not permitted to participate in any professional or busi- 
ness activities outside the hospital during the term of 
his residency. Insofar as possible, the resident should 
attend all surgical procedures relating to patients under 
his care. A resident must keep accurate record of work 
done in the department and submit this to the head of 
the department for review and verification, this record 
to be available for review by the hospital inspector and 
in making application to the certifying board. 

First-Year Program: 

1. Preliminary indoctrination and orientation 

2. Basic sciences, as per board requirements, by 
lectures, tapes, assigned reading, and practical appli- 
cation 

3. Written reports of the basic principles in each 
of the following: 

. Osteopathic manipulative therapy 

. Hydrotherapy 

Thermotherapy 

. Phototherapy 

. Electrotherapy 

. Exercises 

. Ultrasonotherapy 

. Speech therapy 
Occupational therapy 
Corrective therapy 

. Physical education 
Gerontology and geriatrics 

m. Public health 

n. Electromyography 

4. Care of patients 

5. Written reports on the principles, action, indi- 
cations, and contraindications for use of all modali- 
ties in the department 

6. Close cooperation with orthopedic, peripheral 
vascular, plastic surgery, neurology, cardiovascular, oc- 
cupational therapy, and social service departments 
7. Attendance at all staff and departmental meet- 


ings 


8. During the first year, the resident will attend 
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lectures, demonstrations, and prepare fifty case his- 
tories 

9. During the 3-year residency, he will miss no 
opportunity to visit local facilities carrying on similar 
efforts 

Second-Year Program: 

1. Undertake research project and clinical evalu- 
ations; begin thesis 

2. Care of patients 

3. Continue no. 6 of first year 

4. Prosect lateral half of one human body or 
equivalent in autopsies 

5. Prepare seventy-five case histories 

6. Prepare a paper on the physical medicine and 
rehabilitation “prescription” 

7. Prepare a paper on the art of consultation 

Third-Year Program: 

1. Care of patients 

2. Prepare a paper on medical use of isotopes 

3. Prepare a paper on amputations, preparation 
of stump, and prescription of prosthetic appliances 

4. Prepare seventy-five case histories 

5. Prepare paper on psychologic aspects of reha- 
bilitation 

6. Prepare paper on plastic surgery in rehabili- 
tation 

7. The entire program will be directed toward 
compliance with the requirements of the specialty board 

The fellowship training program in physical medi- 
cine and rehabilitation offered by the Rehabilitation 
Center of the College of Osteopathic Physicians and 
Surgeons is as follows: Fellowship is on a 3-year basis. 
Requirements: D.O. degree, 1 year approved intern- 
ship, valid California license to practice or eligibility 
for one. 

The fellowship training program includes : 

a. Adequate clinical personalized instruction 

b. Comprehensive study program 

c. Preparation of papers in the specialty field and 
related subjects satisfactory for publication 

d. Required study of the basic sciences utilized 
in this specialty 

e. Prosection of lateral half of one human body 
or the equivalent in autopsies 

f. Completion of one research project and manu- 
script for thesis 

g. Preparation of two hundred case histories 

The executive head of the department is respon- 
sible for establishing and administering the training 
program to meet the necessary requirements as set up 
by the specialty board. 

The Fellow spends full time as an employee of 
the College of Osteopathic Physicians and Surgeons 
and is assigned to duties by the head of the depart- 
ment. 

_ The Fellow must keep an accurate record of work 
done and submit this to the executive head of the ce- 
partment for review and verification. This record is 
to be available for review by the specialty board or its 

representative. 

First-Year Program: 

1. Preliminary indoctrination and orientation 

2. Basic sciences, as per board requirements, by 
lectures, tapes, assigned reading, and practical appii- 
cation 

3. Written reports of the basic principles in each 
of the following: 
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. Osteopathic manipulative therapy 
. Hydrotherapy 
Thermotherapy 
. Phototherapy 
Electrotherapy 
. Therapeutic exercise 
. Ultrasonotherapy 
. Speech therapy 
Occupational therapy 
Corrective therapy 
. Physical education 
Gerontology and geriatrics 
. Public health 
. Electromyography 

4. Care of patients at the Rehabilitation Center 

5. Written reports on the principles, action, indi- 
cations, and contraindications for use of all modalities 
in the Rehabilitation Center 

6. Close cooperation with orthopedic, peripheral 
vascular, neurologic, and cardiovascular departments 

7. Attendance at all staff and departmental meet- 
ings and all postgraduate courses given by the depart- 
ment and by the American Osteopathic College of 
hysical Medicine and Rehabilitation 

8. Preparation of fifty case histories during the 
first year 

9. Participation in undergraduate teaching in the 
department as assigned (Skill in osteopathic manipula- 
tive treatment is a requirement. ) 

Second-Year Program : 

1. Undertake research project and begin thesis 

2. Care of patients at the Rehabilitation Center 

3. Preparation of seventy-five case histories 

4. Attendance at all staff and departmental 
meetings 

5. Attendance at all postgraduate courses given by 
the department 

6. Participation in undergraduate teaching in the 
department as assigned 

7. Preparation of a paper on an assigned subject 

8. Participation, as a voluntary assistant, in the 
care of patients at the Los Angeles County Osteopathic 
Hospital, Department of Physical Medicine and Re- 
habilitation 

Third-Year Program: 

1. Continue research project and thesis 

2. Care of patients at the Rehabilitation Center 

3. Preparation of seventy-five case histories 

4. Attendance at all postgraduate courses given by 
the department 

5. Attendance at all staff and departmental 
meetings 

6. Participation in undergraduate teaching in the 
department as assigned 

7. Preparation of three papers on subjects as- 
signed by the head of the department 

8. Participation, as a voluntary assistant, in the 
care of patients at the Los Angeles County Osteopathic 
Hospital, Department of Physical Medicine and Reha- 
bilitation 

Having established what is meant by the term 
“specialist in physical medicine and rehabilitation,” I 
shall next consider what is understood by the term 
“practice of osteopathic medicine of today.” This rep- 
resents only my personal interpretation. It may either 
conflict or agree with other viewpoints. Although this 
paper has no bibliography, every thought expressed is 
not original with me. I have had years of practical and 
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teaching experience, have read and observed widely, 
and have actually forgotten the sources. 

When Dr. Andrew Taylor Still opened the first 
School of Osteopathy, or possibly shortly thereafter, 
he obtained a charter stating (in substance) that his 
school was to teach osteopathy as an improvement upon 
the existing system of practice of medicine, midwifery, 
and surgery. He did not say that all knowledge ac- 
quired over the years was to be thrown aside and 
manipulation alone substituted; rather he said that 
osteopathy was an improvement. Osteopathy then, as 
today, gave special emphasis to normalization of struc- 
tural function by manipulative technics. 

Osteopathy or osteopathic medicine is a compre- 
hensive or inclusive school of medicine and has been 
since its inception. The educational requirements for 
admission to study, the calendar time, and subject mat- 
ter of the curriculum have seldom if ever been ex- 
ceeded by those schools offering the M.D. degree in 
the same period. Schools or colleges of osteopathy have 
always taught the current basic scientific knowledge of 
the day, the mental, the physical, and even the chemi- 
cal approach to therapy. Early legislation and the en- 
thusiasm and success of many pioneer osteopathic phy- 
sicians sometimes confused the public into thinking that 
osteopathy was a school of drugless healing. Some may 
recall the story of Dr. Still’s being asked what treat- 
ment he would give for tapeworm and his reply that 
he would give oleoresin of Aspidium as he had no 
objections to the poisoning of tapeworms. This is far 
from drugless, but does indicate that he had little faith 
in the efficacy of the available drugs of that day, and I 
believe medical history proves his views were valid. 

To me, the “improvement” mentioned in Dr. Still’s 
original charter was paradoxical in that it was both 
small and immense. The difference was small in that 
it was a difference in viewpoint toward the patient and 
an accent upon manipulative methods of therapy. The 
difference was immense in that it was probably the first 
real concept of comprehensive medical care. 

Dr. Still evidenced his concept of comprehensive 
medicine by stating that God, Nature, the Supreme 
Being, or the Supreme Power — whatever name one 
chooses to use — knew what He was about when He 
created or developed man; that each individual is dif- 
ferent from all others in that he represents the total 
experience of his ancestors and of himself with en- 
vironment both external and internal; that he has 
within his own organism the ability to be healthy if the 
external and internal environment is within the ac- 
customed or usual range; that small musculoskeletal 
deviations from the usual, frequently designated as 
“osteopathic articular lesions,” may cause profound 
and remote disturbances; and that physicians should 
treat patients and not cases. 

A philosophy similar to this extends through the 
entire curriculum of osteopathic colleges, and I have 
developed my own personal satisfactory definition by 
stating that osteopathy is firmly grounded in extensive 
knowledge of the basic sciences and embraces or en- 
compasses the revolutionary idea of comprehensive 
medicine as opposed to the older idea of so-called scien- 
tific medicine. This definition is used only to clarify 
my own thinking and teaching and is in no way official. 

During the early years of osteopathy graduates 
were sometimes hampered in their practice by an ab- 
sence of state laws relative to the practice of osteopathy 
or osteopathic medicine. As time passed, state laws 
restricting osteopathic physicians in their practice were 
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passed in some states. Later, laws with broader practice 
privileges were passed. Today, in most states osteo- 
pathic physicians may qualify for unlimited practice 
privileges. 

Osteopathic medicine of today has, through hard 
work and excellent care of the patients, attained the 
position or status Dr. Still must have envisioned when 
he took out the charter for the first school of oste- 
opathy. It is a demonstrable improvement. The profes- 
sion may enjoy unrestricted practice privileges and has 
built and maintains several hundred hospitals which 
serve to train physicians of the future as well as to 
give excellent health care to the patients of today. We 
have well-trained and certified specialists in all special 
fields of practice. Graduate, postgraduate, and research 
work is carried on in all of our colleges and many of 
our other institutions. Osteopathic physicians take care 
of the health needs of approximately ten million citizens 
of the United States, or about one sixteenth of the 
population. In short, the practice of osteopathic medi- 
cine of today requires up-to-date knowledge and 
weighed use of all accumulated information relative to 
human disease and its treatment. Specialists are con- 
sulted where and when necessary. All care, from ex- 
amination and diagnosis through treatment, is given to 
the patient (not to a case) and with the over-all thought 
of comprehensive medicine or osteopathic philosophy 
in mind at all times. 

Thus to me the practice of osteopathic medicine 
of today represents the utilization of all available 
knowledge of the basic sciences in the care of patients, 
balancing insofar as possible the mental, chemical, and 
physical approaches to therapy, and ever keeping in 
mind that we only minister, while the body has a natu- 
ral built-in recovery ability if we can but locate and 
eliminate what is interfering with normal function. 

Having presented a picture of my personal con- 
ception of both the specialist in physical medicine 
and rehabilitation and the practice of osteopathic medi- 
cine of today, I shall now discuss the relationship be- 
tween the two. In both hospital and office practice, the 
physical medicine and rehabilitation specialist receives 
and accepts his patients in the same manner as any 
other specialist. 

1. Consultation with recommendations for treat- 
ment 

2. Consultation with treatment 

3. Transfer with full responsibility and care 

These are handled as follows: 

1. Consultation with recommendation for treat- 
ment: The patient and responsibility for care remain 
with the referring physician. The physical medicine 
and rehabilitation consultant examines the patient and 
renders a report of findings, diagnosis, and prognosis 
and recommends a treatment regimen, briefly outlining 
the reasons for the suggested treatment. The treatment 
regimen suggested frequently includes osteopathic ma- 
nipulative procedures and exercises with which the 
referring physician has had little experience but which 
have been found valuable by those who concentrate 


PHYSICAL MEDICINE AND REHABILITATION—PRITCHARD 


Journal A.O.A. 
June, 195¢ 


their attention on this field of practice. Treatment will 
be administered by the physical medicine and rehabili- 
tation consultant upon request. 

2. Consultation with treatment: These patients ar 
often referred for care of a specific problem such as 
decubitus, inability to ambulate, or care of a stump fol 
lowing amputation. The responsibility for general car 
rests with the referring physician. The physical medi- 
cine and rehabilitation consultant examines the patient 
records his findings, diagnosis, and prognosis, and pre 
scribes the treatment of choice for the specific problem 
During the course of treatment, if questions of genera’ 
care arise, the ethical procedure is to contact the refer- 
ring physician and send the patient to visit him i) 
requested. When the treatment of the special problen) 
is completed the patient is discharged from the service 
or care of the physical medicine and rehabilitation spe 
cialist and returned to the referring physician for othe: 
care or dismissal as he may see fit. 

3. Transfer with full responsibility and care: 
These patients are frequently in the “chronic” classifi- 
cation with various types of arthritis, cerebral palsy 
multiple sclerosis, residual effects of anterior poliomye- 
litis, et cetera. The physical medicine and rehabilitation 
specialist records his findings, diagnosis, and prognosis 
and institutes the treatment of his choice. During the 
course of treatment many problems of general care ma\ 
arise. The physical medicine and rehabilitation special- 
ist is expected to have the knowledge and ability to 
cope with these problems equivalent to that of a general 
practitioner of osteopathic medicine in the same geo- 
graphic area, but he is not expected to possess special 
knowledge or training in all fields. When a presenting 
situation is beyond his abilities, he will call for consul- 
tation and treatment with a physician who has special 
training relating to the presenting situation. 

Having summarized what I conceive as a specialist 
in physical medicine and rehabilitation and how I per- 
sonally view the practice of osteopathic medicine today 
and the relationship between these two, I would like to 
add the following: 

The specialist in the rapidly expanding field of 
physical medicine and rehabilitation not infrequently 
finds himself in the pesition of acting as the consult- 
ant’s consultant or the specialist’s specialist. It should 
be clearly understood that he is not nor does he consider 
himself a superconsultant or superspecialist. His func- 
tion is to aid all validly licensed physicians in rendering 
to their patients the best care in the field of practice 
to which he has given the greatest time and study. 
Specialists in all fields remark that with patients, stafi 
meetings, and getting a few hours of home life with 
their families, they do not find as much time as they 
feel they need or want to keep up with the advances 
in their own particular field, so calling a physical medi- 
cine and rehabilitation specialist in consultation is only 
a reflection of their own sincerity in trying to render 
the best possible health service to the citizens of the 
community in which they practice. 
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Of all remedial agents in use since the dawn of medicine, 
water is the only one that has survived all the vicissitudes of 
doctrinal changes because its rise or fall was always con- 
temporaneous with the rise and fall of intelligence among 
medical men, among the most eminent of whom in ancient and 
modern times we find its warmest advocates, especially during 
the past decades, representing the most enlightened period of 
medicine. 


POSITION OF WATER IN 


THE MATERIA MEDICA 

Enthusiasts had at one time built a system of practic« 
called Hydropathy upon the almost universal applicability of 
water in diseased conditions. While this fallacy has been 
demonstrated, the scientific physician recognizes that water 
may be placed in nearly all the categories of the Materia 
Medica——Simon Baruch, M.D., in “An Epitome of Hydro- 


therapy.” 
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Physical Medicine and Rehabilitation As a Specialty* 


J. M. ANDREWS, D.O. 


Professor and Executive, Department of Physical Medicine and Rehabilitation 
College of Osteopathic Physicians and Surgeons 


The specialty of physical medicine and rehabilita- 
tion is both the oldest and the newest of the specialties. 
\Vhen primitive man lay in the sun to absorb its warm 
rays, he did not realize he was using heliotherapy, nor 
did he realize he was inaugurating the practice of hy- 
‘rotherapy when he bathed his wounds in water from 
nearby stream. 

The physical approach to therapy was advocated 
1 Hippocrates who recommended hot and cold baths, 
sunlight, outdoor exercise, and massage. Asclepiades, a 
Greek of the first century B.C. who settled in Rome, 
gained much prominence through prescribing fasts, 
abstinence, massage, active and passive movements, 
exercise such as walking, riding, or dancing, and bath- 
ing. 

Since the days of the Greeks there have been three 
niajor approaches to therapy—the mental, the chemical, 
and the physical. The mentalists or vitalists believed 
that disease of the body was primarily disease of the 
mind and spirit, that the mind was the dominating fac- 
tor. They have their counterpart today in the psychia- 
trists, psychoanalysts, and psychologists. The iatro- 
chemists tried to explain all bodily functions both in 
health and in disease on the basis of chemical changes 
or chemical reactions. Strong drugs were prescribed 
until the time of Hahnemann who recommended diluted 
drugs. The iatrophysicists tried to explain the func- 
tions and problems of the body through the mechanical 
or physical approach. Although they were unable to 
explain all of the bodily functions on this basis, they 
were the precursors of the present-day school of physi- 
cal medicine and rehabilitation and undoubtedly the 
forerunners of the osteopathic philosophy of medicine 
proposed by Dr. A. T. Still in 1872. 


Today, according to medical authorities, there are 
three phases of medicine: first, preventive medicine 
which came into existence following the revelations of 
Lister and Pasteur; second, treatment of the acute or 
presenting ailment; and third, and probably the most 
important, rehabilitation. Rehabilitation includes all 
three approaches to therapy, the mental, physical, and 
chemical, plus the social, the economic, and all other 
factors with which patients come in contact. 

The public has always been interested in a broader 
concept of medical care than that commonly presented 
to it. This, osteopathy has provided. Today, with the 
increasing number of disabled and handicapped because 
of war injuries, automobile accidents, and increased 
longevity, there is an even greater need for intelligent 
and complete care. 


The extent of disabling conditions in this country 
is appalling. Estimates by responsible organizations 
indicate there are approximately 260,000 blind persons, 
2,000,000 people with diabetes, 500,000 with tuberculo- 
sis, and over 200,000 amputees who require artificial 
limbs ;! and this number is constantly increasing. 


Each year automobiles injure more than a million 
people, many of whom are left permanently disabled. 


*This article is based on a presentation before the Fifty-Eighth An- 
nus! Convention of the American Osteopathic Association, Toronto, 
Canada, July 16, 1954. Facts and figures have been brought up to date. 
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Children who are born with congenital deformities or 
acquire orthopedic defects from such conditions as 
poliomyelitis account for another million.? 

The National Multiple Sclerosis Society reports 
that there are from 50,000 to 100,000 persons with this 
disease. More than 750,000 have epilepsy, and about 
10,500 new cases of cerebral palsy appear each year. 
The year 1952 was one of the worst poliomyelitis years 
this country ever experienced, with 57,026 cases being 
recorded for the 53-week period ending January 3, 
1953." 

Each year the state and federal governments spend 
huge sums of taxpayers’ money to maintain people who 
are unable to work because of disabilities and who thus 
cannot support themselves or their families. 


Not all of the disabled can be rehabilitated, but 
there are at least 2,000,000 who can be,! and we as indi- 
viduals and as a nation must bring them back as useful 
citizens and taxpayers. The disabled and handicapped 
present us with a challenge that is both a responsibility 
and an opportunity, for today we are in a position to do 
more to master the disabling effects of illness and acci- 
dents than ever before. 


Recent advances in medicine have raised the age 
to which people live, that is, the average life span is in- 
creasing. We are becoming a nation of older people 
with all the physical and other problems which go with 
advanced years. About 2,000 years ago man’s average 
life expectancy was about 25 years.’ At the beginning 
of the twentieth century it was about 49 years in this 
country. At present the average for our entire popula- 
tion is about 68 vears. As our population becomes older 
an increase in chronic disease is to be expected, and its 
resulting physical disability will undoubtedly increase 
correspondingly. In cases of chronic disabilities that 
are incurable we must depend on rehabilitation to teach 
these people to live within the limits of their disabilities 
and to the full extent of their capabilities. We must do 
more than merely prolong life; we must make life 
worth living. 

The Office of Vocational Rehabilitation of the 
United States Department of Health, Education, and 
Welfare, working in cooperation with eighty-eight 
State Divisions of Vocational Rehabilitation and Agen- 
cies for the Blind, completed a study of public assist- 
ance cases rehabilitated throvgh the state-federal pro- 
gram of vocational rehabilitation during the year ending 
June 30, 1951." 


It was found that 66.000 persons had been rehabili- 
tated during that year. More than 8,000 of these—or 
one out of eight—had been receiving public assistance. 
They had been receiving assistance through the federal- 
ly aided programs for the blind, for the permanently 
and totally disabled, for dependent children, and for 
the aged. 

Assistance payments to these 8,000 men and women had 
been at the rate of about $5,700,000 annually. As rehabilitated, 
working members of their communities, their earnings are esti- 
mated at $14,000,000 in the first year after their rehabilitation. 
The expenditure of $4,000,000 to rehabilitate them was less than 
three-fourths of what it would have cost to maintain them for 
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one more year. As contributing members of their communities, 
they will pay an estimated $1,000,000 annually in federal in- 
come taxes alone... . 

One of the smaller states, for example, reported 69 disabled 
welfare recipients rehabilitated during the year. Involved in 
the fortunes of these 69 were 120 members of their families— 
wives, children, parents, and other relatives—all of whom had 
been dependent upon public welfare for the bare necessities of 
existence. Altogether, they had been drawing welfare payments 
at the rate of $45,760 a vear. 

It cost less than $14,000 for their rehabilitation. With this 
single investment in 69 human beings, the annual recurring 
public expense of more than $45,000 was at an end. They were 
earning their own way again to the tune of over $133,000 a year 
in wages." 

During World War II, 18,000 amputations were 
performed as a result of military casualties of the Unit- 
ed States armed forces.* During this same period, 
120,000 civilians lost arms or legs through disease or 
injuries. About 7 million people are hard of hearing 
while those who suffer from chronic diseases like tuber- 
culosis, heart disease, epilepsy, or multiple sclerosis 
total several million. These figures do not include the 
blind and those who have serious mental or emotional 
disorders. Unfortunately return to normal life is not 
possible for most of these patients after routine treat- 
ment. The amputees, hemiplegics, paraplegics ; 
those with severe congenital deformities; and the 
chronic invalids from heart disease, tuberculosis, hyper- 
tension, and diabetes are left with definite residual 
functional and structural impairments which neither 
surgical nor medical treatment can eliminate. However, 
some of these individuals adjust remarkably in spite of 
their disabilities. 

It is obvious that this large group of handicapped 
and disabled people cannot be rehabilitated by medical 
measures alone. They must be carefully examined, both 
mentally and physically, to determine not only the de- 
gree of disability but also what latent capabilities they 
may have which could be developed to enable them to 
resume their places in society as working, taxpaying 
citizens. 

Every physician is interested in rehabilitation. At 
present, there are two widely accepted definitions of 
rehabilitation. However, I prefer to use the broader 
term that is accepted by professional workers dealing 
with physically handicapped persons. Rehabilitation, 
according to this definition, is the restoration of the 
handicapped individual to the fullest physical, mental, 
social, vocational, and economic usefulness of which he 
or she is capable. 

The term “physical medicine” includes the employ- 
ment of the physical and other effective properties of 
light, heat, cold, water, electricity, massage, manipula- 
tion, exercises, and mechanical devices for physical and 
occupational therapy in the diagnosis and treatment of 
disease.* Physical medicine is the application of the 
physician’s art and his particular knowledge in bio- 
physics to the investigation, diagnosis, and treatment of 
his patient and to the maintenance of health and the 
prevention of disease in the community. The physician 
who practices physical medicine and rehabilitation as a 
specialty is sometimes designated as a physiatrist. The 
term “physiotherapy” refers to the use of various 
modalities such as diathermy, ultraviolet, infrared, and 
hydrotherapy, while the term “physical medicine” im- 
plies the knowledge with which to diagnose the condi- 
tion of the patient and prescribe properly these various 
modalities. 

It is important for the specialist in this field to be 
the type of doctor who is both servant to and master 
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of his patient, a physician who looks at each of his 
problems as a whole. He is one who knows and under 
stands his patient as a human being with mind, body, 

and spirit, with his particular loyalties, frailties, and in- 

consistencies, but inseparable from his environment. In 

fact, he realizes that patients are people. 

In osteopathic undergraduate and_ postgraduat: 
teaching of physical medicine and rehabilitation we 
must keep in mind the fact that the underlying fund:- 
mental is the teaching of good osteopathic medicine. 
This is especially necessary, for a specialist in physica! 
medicine and rehabilitation should not prescribe or 
carry out treatment for a patient without examining 
him any more than a surgeon should operate withou: 
first examining the patient. The specialist in physica! 
medicine and rehabilitation must stand for the same 
firm principles of good practice as specialists in other 
fields. 

When a physician is qualified in the field of geners| 
medicine and can add to this the special technics an: 
modalities pertinent to physical medicine and rehabilita- 
tion, he is then a specialist in reality and not in nami 
only. He is at the threshold of great new opportunitics. 
He has a heavy responsibility for he holds the key to 
the solution of medicine’s major problem—chronic dis 
ease and disability in an aging population.‘ 

During the first World War, the term “physical re- 
construction and rehabilitation” was first used. About 
30 years ago, Dr. William J. Mayo® wrote that rehabili- 
tation is to be a master word in medicine. Over 10 
years ago Bernard M. Baruch® advised the members of 
the Baruch Committee on Physical Medicine and Re- 
habilitation : 
to develop the field of physical medicine and rehabilitation, you 
must first train teachers. Within a few years you will have 
qualified teachers in this specialty in key medical centers all 
over the United States. 

In 1947, the American Board of Physical Medi- 
cine and Rehabilitation was organized. The Board con- 
sists of eleven members. Four representatives are from 
the American Society of Physical Medicine and Re- 
habilitation; three are from the Section on Physical 
Medicine and Rehabilitation of the American Medical 
Association and four are from the American Congress 
of Physical Medicine and Rehabilitation.’ 

The objectives of the board are: 

1. To elevate the standards of physical medicine and _ re- 
habilitation, to familiarize the public with its aims and ideals, 
to protect the public against irresponsible and unqualified prac- 
titioners, to receive applications for examination in physical 
medicine and rehabilitation, to conduct examinations of such 
applicants, to issue certificates of qualification in physical medi- 
cine and rehabilitation and to perform such duties as will ad- 
vance the specialty of physical medicine and rehabilitation. 

2. To determine the competence of specialists in physical 
medicine and rehabilitation and to arrange, control and condu: 
investigations and examinations to test the qualifications 
voluntary candidates for certificates to be issued by the corpor 
tion as set forth by the constitution and by-laws. 

3. To serve the public, physicians, hospitals and medic: 
schools by preparing and furnishing lists of practitioners w’' 
shall have been certified by the corporation. 

4. To do all things necessary or incidental to the foregoiig 
specified purposes. 

The Baruch Committee on Physical Medicine and 
Rehabilitation during 1950 completed its activities ‘1 
promotion of practice, teaching, and research in phy:i- 
cal medicine and rehabilitation and decided to give up 
its program on April 1, 1951. During its 7 years of 
existence the Committee stimulated national and inter- 
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national interest in physical medicine and rehabilitation, 
established research programs in many parts of the 
United States, supported three major centers at Colum- 
bia University, New York University, and at the Medi- 
cal College of Virgina, provided fellowships in physical 
medicine and rehabilitation for more than fifty physi- 
cians, and was the major factor in establishing the spe- 
cialty of physical medicine and rehabilitation on a stable 
foundation as an integral part of present-day medical 
practice.® 
In 1950 a questionnaire was sent to seventy-two 
deans of medical schools by the Advisory Committee on 
Education of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association ; 
sixty-seven answered. One of the chief purposes of the 
questionnaire was to determine how well graduate and 
undergraduate teaching in physical medicine and _re- 
habilitation was organized in American medical schools. 
The following is a brief tabulation of some of the find- 
ings :° 
Medical schools having departments of physical medi- 
cine and rehabilitation...... 37 
Medical schools having departments of physical medi- 
cine and rehabilitation and also a physiatrist on the 
31 
Medical schools listed as teaching physical medicine and 
rehabilitation on an undergraduate level...................... 45 
Medical schools listing graduate courses in physical 
medicine and rehabilitation 
Medical schools having approved residencies in physical 
medicine and rehabilitation 1 
a) Number of residencies available ae 
b) Number of residencies filled 2 
c) Medical schools having approved residencies but no 


5 

d) Medical schools having residencies completely filled 4 
e) Medical schools having residencies in process of 

approval 

Medical schools with no department of physical medi- 

cine and rehabilitation but attempting to develop one 


ut 


within a reasonable time 16 
Medical schools having separate departments of physical 
medicine and rehabilitation 14 


Medical schools having diplomates of the American 
Board of Physical Medicine and Rehabilitation on 
the staff ae 

Medical schools having heads of departments who are 
not diplomates of the American Board of Physical 
Medicine and Rehabilitation 10 

Universities which have schools of physical therapy as- 
sociated with: 


a) The medical school . 

b) Other faculties 5 
Medical schools having affiliated schools of occupational 

therapy 11 


Universities contemplating establishment of schools of 
physical therapy 14 


Universities contemplating establishment of schools of 
occupational therapy.. 14 

Medical schools which do not have a department of 
physical medicine and rehabilitation and are not par- 
ticularly interested in developing one.............-2---------- 10 

It can be noted that at that time about 67 per cent of 
the medical schools considered it necessary to do some 
teaching of physical medicine and rehabilitation and/or 
physical therapy. There were at least forty-five resi- 
dents in training. ‘ 

At present there are in this country seventy-five 
schools issuing the M.D. degree and six schools issuing 
the D.O. degree, and there are approximately 12,000 
D.O.’s and 200,000 M.D.’s in practice. This represents 
a ratio of about 1:16 which means that about 10 million 
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people put their health problems into the hands of 
physicians with D.O. degrees. 

The medical profession has about 250 diplomates 
of the American Board of Physical Medicine and Re- 
habilitation practicing their specialty, and in July, 1955, 
21 osteopathic physicians were certified in the field. 
There is need for many more in both schools of prac- 
tice. 

There are about 5,000 qualified physical therapists 
in this country, with an estimated 2,500 positions va- 
cant because of lack of personnel.’ It is estimated that 
within the next 5 years another 5,000 therapists will be 
needed. The situation is the same in occupational 
therapy and medical social work, for various labor 
unions and other groups are interested in establishing 
rehabilitation centers all over the country. 

There is at the present time an American Osteo- 
pathic College of Physical Medicine and Rehabilitation 
which is affiliated with the American Osteopathic Asso- 
ciation. The membership consists of about fifty mem- 
bers and is constantly growing. 

At this time there are, to my knowledge, only three 
osteopathic hospitals having departments of physical 
medicine and rehabilitation. Residencies should be avail- 
able in all colleges and many hospitals as we are des- 
perately in need of specially trained men in this service. 
The College of Osteopathic Physicians and Surgeons 
has an established Department of Physical Medicine 
and Rehabilitation and a rehabilitation center. 

The Los Angeles County Osteopathic Hospital has 
a Department of Physical Medicine and Rehabilitation, 
and in the new hospital plans over 7,600 square feet of 
floor space have been allotted to this department. It is 
interesting to note that the architect, who has had con- 
siderable experience in drawing hospital plans, insists 
that this is not enough space. 

Osteopathic physicians and surgeons with the 
proper qualifications are now eligible for fellowship 
(training) grants from the United States Public Health 
Service of the United States Department of Health, 
Education, and Welfare, and the Rehabilitation Center 
at the College of Osteopathic Physicians and Surgeons 
offers a Teaching Fellowship in Physical Medicine and 
Rehabilitation, beginning July 1 of each year. 

Under the sponsorship and supervision of Dr. W. 
W. W. Pritchard, coordinator of Osteopathic Training 
and Research at the College of Osteopathic Physicians 
and Surgeons, the College now has a research program 
functioning. We have an experienced and qualified re- 
search consultant, a trained research administrative as- 
sistant, and a trained research assistant and project 
leader. Our present project is titled “Physiological 
Study of Therapeutic Exercise.” The project is fi- 
nanced with funds from outside our profession, and we 
will spend not less than $25,000.00 annually for re- 
search over an indefinite period of years. All 
projects undertaken will be closely related to osteo- 
pathic medicine and especially to physical medicine and 
rehabilitation. 

In spite of all this, the fact remains that the osteo- 
pathic profession is in great need of men trained in 
physical medicine and rehabilitation. It is lagging be- 
hind in a field in which it should be leading, for osteop- 
athy has pioneered in the philosophy that the patient 
should be considered as a whole, in the philosophy of 
preventive medicine, and in the philosophy that no pa- 
tient’s care is complete until he is again employed in a 
gainful occupation. 

Now, that the public is rehabilitation-conscious, it 


‘ 
¥ 
ag 
=, 
5 


622 


is more urgent then ever for us to keep up with the 
changing times. We can never stand still—we must 
either progress or retrogress. The only way to coast 
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is downhill, and we cannot afford to do this if our pro- 
fession is to continue. 
1721 Griffin Ave. 
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Physical Medicine in the Rehabilitation 
of the Orthopedic Patient* 


C. ROBERT STARKS, D.O. 
Denver 


INTRODUCTION 

Formal recognition of the specialty of physical 
medicine and rehabilitation is a very recent develop- 
ment, the American Board of Physical Medicine and 
Rehabilitation of the American Medical Association 
having been established in 1949, and the American Os- 
teopathic Board of Physical Medicine and Rehabilita- 
tion in 1954. However, the various modalities and 


principles of physical medicine have been applied for 
many centuries. 

Fermalization of training, raising the specialty to 
its justified position and training individuals in the 
application of the principles of physical medicine and 
rehabilitation make up the next large educational proj- 


ect of our profession. This is true because our profes- 
sion, in its fundamental concepts, parallels the principles 
of physical medicine more closely than any other seg- 
ment of the healing arts. This in no way presages or 
even suggests that physical medicine and rehabilitation 
will replace our contribution to the healing arts, but it 
very definitely means that those individuals who have a 
thorough knowledge of the principles of physical medi- 
cine and rehabilitation combined with their knowledge 
of osteopathy will have within their armamentarium 
the most advanced methods for caring for the sick and 
disabled. 

Orthopedics, osteopathy, and physical medicine and 
rehabilitation should be recognized as coming from the 
same lineage. How close they are is illustrated by the 
following definitions of each: 

Sir Robert Jones! defined orthopedics as treatment 
of injuries or diseases of the locomotor system by ma- 
nipulation, operation, re-education, and rehabilitation. 

The Baruch Committee on Physical Medicine de- 
fined physical medicine as the utilization of the physical 
and other effective properties of ultraviolet and radium 
energy, heat, cold, water, electricity, massage, manipula- 
tion, exercise, and mechanical devices for diagnosis and 
for physical and occupational therapy.’ 

Kessler® defined physical restoration as 

. the system of treatment that employs every device and 
measure to expedite recovery, shorten the period of convzl- 
escence and secure for the patient the maximum development 
of his physical and mental capacities. Physical restoration does 
not mean exclusive use of the technics of physical medicine, 
but implies the use of all medical and surgical measures as well 


*Presented at the meeting of the American Osteopathic Academy of 
Physical Medicine and Rehabilitation, Los Angeles, July 23, 1955. 


as the ancillary services which will restore the individual to tlic 
full use of his faculties. 

The American Illustrated Medical Dictionary* de 
fines osteopathy as 

A system of therapy founded by Andrew Taylor Still 
(1828-1917) and based on the theory that the body is capable 
of making its own remedies against disease and other toxic 
conditions when it is in normal structural relationship and has 
favorable environmental conditions and adequate nutrition. It 
utilizes generally accepted physical, medicinal, and surgical 
methods of diagnosis and therapy, while placing chief emphasis 
on the importance of normal body mechanics and manipulative 
methods of detecting and correcting faulty structure. 

From these definitions the relationship between os- 
teopathy, orthopedics, and physical medicine can be seen 
to be very close. 

While physical medicine, in its rather broad sense, 
may employ the use of ultrasonics, electricity, stimula- 
tion of muscles, heat, cold, ultraviolet, and other mo- 
dalities, these should, for the most part, be considered 
adjunctive to the main and most effective physical medi- 
cine measure, that is, therapeutic exercises. The use of 
therapeutic exercises can be considered the cornerstone 
of physical medicine and rehabilitation. 

In restoration of the physical body, whatever is 
done is done primarily to restore normal muscular 
function. Some fundamental consideration should there- 
fore be given to this subject. 

Physical medicine in the orthopedic patient is « 
matter of understanding the normal action, pathody- 
namics, and principles of re-education of muscles. 
which eventually means restoration of normal joint 
function. 


In a previous paper,’ I called attention to the func- 
tion of muscles, namely, movement of joints, maintain- 
ing stability of joints, maintaining posture, and main 
taining physiologic and normal metabolism in the body. 
Now, in this discussion of physical medicine in ortho 
pedics, I shall deal mainly with muscles in their rela 
tions to joints. Exercises, to be effective, are performe:! 
for the purpose of preventing deformities, increasing 
functional activity, developing strength of muscles, in: 
proving motion in a joint, correcting deformities, an‘! 
thus aiding the patient to rehabilitate himself as rapidly 
as possible. 

PATHOLOGY OF ACUTE INJURIES 

It is quite important that certain fundamental prin- 

ciples be understood with regard to acute injuries, par- 
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ticularly fractures, if restoration to normal function is 
to be had in minimal time with maximum recovery, 
depending, of course, upon the type and severity of the 
injury. 

When a fracture occurs, the bone has been killed 
by the trauma; autolysis by ferments furnished by the 
death of the cells takes place, and there is immediate 
exudation in the region of the fracture. In addition to 
this, there are swelling and infiltration which generally 
reach the maximum in 8 to 12 hours. Thrombosis adds 
to the edema. Clotting takes place, and exudates leave 
their residue of fluid, which gradually diffuses toward 
the surface. The more residue, whether exudate or 
transudate, the slower and less efficient is the organiza- 
tion of fibrin. Injuries to muscles, nerves, vessels, 
joints, tendons, and tendon sheaths are present. To- 
vether with this there is a certain amount of edema, 
ind within a short time fibroblasts appear in the fibrin 
clot, which is the beginning of the formation of granu- 
lation tissue. The more fluid present, the less effective 
and rapid is the cell proliferation. Within 48 hours 
considerable organization takes place. 

The growing tissue is infiltrated with the calcium 
derived from the autolyzed dead bone, either in solution 
or in a colloid state. The cells forming this tissue are 
derived from the soft parts of the bone—endosteum, 
marrow reticulum, and periosteum—from the soft parts 
around the site of the fracture, and from the lympho- 
cytes infiltrating the part as a result of the inflammatory 
reaction. Within 72 to 96 hours this mass of cells, 
while loose-meshed and friable, becomes organized tis- 
sue uniting the ends of the bone and the adjacent soft 
parts. Unless mechanical obstruction exists, such as 
interposition of tissue, all fractures heal in this manner. 
In fact, this is the healing process in any wound 
wherever situated. 

In bone injuries, calcium is then deposited in this 
newly formed living tissue, thus constituting early cal- 
lous formation. Deposition of calcium has been ob- 
served as early as 72 hours after fracture in sections 
removed from actual fractures. The calcium is appar- 
ently derived, for the greater part, from the calcium 
freed by autolysis of dead bone, and not from the blood 
calcium. The process then goes on to progressively 
denser concentration of deposited calcium until the 
callus becomes hard bone. 

With use and with the action of normal stress and 
strain over a period of months, this bone arranges its 
lines and channels and becomes histologically normal. 
It frequently takes a year or more for completion of 
the process. 

In the meantime, the organization of granulation 
tissue proceeds in the fibrin mesh throughout the affect- 
ed soft parts and becomes organized tissue within a 
week. The effectiveness and rapidity of growth of tis- 
sue are dependent upon efficient circulation in the parts 
from which the cells are derived and, as stated above, 
are retarded and limited by excessive fluid exudate at 
the site of fracture. 

From this pathologic picture there are certain les- 
sons to be learned in regard to physical medicine and 
the treatment of acute injuries: 

1. Prevention of further hemorrhage and damage 
to the parts is accomplished by immobilization. 

2. Cold applied to the localized area prevents fur- 
ther hemorrhage and reduces edema. 

3. Prevention of edema by elevation of the part 
promotes drainage and thus prevents fluid accumula- 
tion. 
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4. Early muscular action prevents degeneration of 
muscle. During the early period—48 to 96 hours— 
much can be done to prevent the familiar sequelae. 
Persistent swelling is the most common cause of dis- 
ability following fractures. 

APPLICATION OF PRINCIPLES OF PHYSICAL MEDICINE 

An important physiologic and pathologic consid- 
eration is that rest of a part, or bed rest, tends to pro- 
duce osteoporosis of the skeleton. Calcium is released 
into the blood stream and may produce hypercalcemia. 
The major bone-forming stimulus is weight-bearing 
and stress by muscular action upon bone substance, and 
any patient with a part or the whole body at rest must 
be exercised as much as possible within the limits of 
the disease or injury. 

I shall now discuss the use of physical medicine in 
specific injuries. 

Colles’ Fracture. 

An excellent example of the use of physical medi- 
cine is found in treatment of simple Colles’ fracture. 
If proper methods are used following a Colles’ fracture, 
normal function returns within a reasonable time. 
When improper physical measures are used, principally 
muscular exercise, disability is prolonged or recovery 
may never take place, and permanent disability results. 

The following is the procedure in this particular 
fracture: 

1. After diagnosis, proper reduction is essential. 
No procedure in physical medicine can be expected to 
overcome or be a substitute for proper reduction. 

2. The correct cast is essential, and care should be 
taken not to immobilize joints which should not be im- 
mobilized. In many cases, a hand has been ruined be- 
cause the cast extended down over the metacarpopha- 
langeal joints, even to the distal interphalangeal joints, 
or because of too extensive immobilization of the meta- 
carpal joints of the thumb. 

3. Immediate exercise of those joints adjacent to 
the fracture should be instituted. As soon as the patient 
has recovered from the anesthetic, exercises, consisting 
of extension and flexion of the fingers, should be done 
on the hour, every hour. If the elbow is not im- 
mobilized, supination and pronation are indicated, as 
well as flexion of the elbow, in the early stages of the 
fracture. Exercise of the shoulder joint is also a rou- 
tine measure. These exercises are important and pro- 
mote circulation and removal of edema and also prevent 
degeneration of muscles which starts 48 hours after 
immobilization. Active exercise of the fingers, shoulder, 
and elbow should be continued routinely on the hour 
until such time as minimum edema is present and until 
the individual is using the hand in the performance of 
usual duties. 

I know of no cast which does not permit contrac- 
tion and exercise of muscles which are so necessary 
to eventval function of the joints. 

4. Circulation can also be increased by elevating 
the part. 

5. Application of cold in the form of ice packs is 
routine in my cases. 

6. Upon removal of the cast, contrast baths, paraf- 
fin baths, massage, and continued use of exercises may 
be necessary to bring about complete recovery. The 
test of the treatment in this particular instance is 
whether or not the individual returns to his previous 
occupation without any handicap whatsoever. 

7. If muscular weakness ensues, it is necessary to 
proceed further with progressive resistance exercises. 
It should be noted that progressive resistance exercises 


eed 
33 
an 
jane! 


624 


are often necessary to bring about full recovery of 
muscles and joint function. 

The principle of progressive resistance exercises 
is the use of increased muscular strength against a de- 
gree of resistance that calls forth maximum effort. 
These exercises are of inestimable value, not only in 
acute lesions but in many chronic orthopedic conditions. 

Sprained Ankle Without Fracture—The patient 
should be put at rest for 48 hours with the foot elevated 
and packed in ice. If the sprain is severe a light cast 
should be applied and the ankle supported. Active ex- 
ercises of the foot-should be instituted, and hot and 
cold applications should be made in the ratio of 3 to 1. 
Any bony lesion in the foot or ankle should be correct- 
ed, and the patient should be instructed to walk proper- 
ly so as not to develop poor walking habits as a result 
of the injured foot or ankle. If pain persists, there is 
some indication that ultrasonic treatment is of value. 
Active motion, passive motion, and osteopathic manipu- 
lative therapy are indicated to bring about eventual re- 
covery. 

Knee Injuries.—Acute injuries are treated as indi- 
cated above. Most important in treating knee injuries 
is to keep the activity of the quadriceps femoris as 
nearly normal as possible. This is brought about, if the 
patient is in a cast, by “shrugging” of the quadriceps and, 
in other injuries, by active exercises such as extension 
of the leg. Progressive resistance exercises should be 
used to prevent quadriceps weakness or to strengthen 
it following injuries or casting, or from other causes. 
Other modalities of physical medicine to be used in both 
acute and chronic knee ailments are straight-leg walk- 
ing, cold packs, rowing machines and other physical ap- 
paratus, osteopathic manipulative therapy, and braces. 
These measures are used to prevent overstretching of 
the quadriceps and traction of the hamstring muscles. 

Low-Back Disorders.— 

It is impossible to go into all the various aspects 
of low-back disorders, but it should be emphasized that 
the use of progressive resistance and other exercises, 
along with osteopathic manipulative therapy, offers the 
most enduring and positive treatment. 

No method will relieve low-back sprain more effec- 
tively than building strong spinal and abdominal 
muscles with systematic and graduated exercises. This 
constitutes one of the most effective means of alleviat- 
ing the pain coincident to minimal disk lesions and the 
only method which will prevent the necessity for an 
operative procedure. The use of braces in orthopedic 
problems of the low back is of inestimable value, but to 
utilize a brace without following through with physical 
procedures including exercises, osteopathic manipula- 
tion, paraffin, and other modalities is doing only half the 
job. 

Shoulder Disorders.—Periarthritis of the shoulder, 
bursitis, and other painful shoulder conditions can best 
be treated by the use of swinging exercises, a wheel, 
ultrasonic therapy, hot and cold packs, hot packs, swim- 
ming, and correction of osteopathic lesions in the cer- 
vical and dorsal areas. These measures should be insti- 
tuted immediately because the deltoid muscle begins to 
degenerate within 48 hours when the arm is put at rest. 

Miscellaneous Deformities and Orthopedic Dis- 
orders.—The use of physical medicine is indicated in 
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other deformities such as those resulting from infantile 
paralysis, cerebral palsy, arthritis, traumatic or degen- 
erative nerve paralysis, and many others, and many dif- 
ferent modalities of physical medicine are used for the 
rehabilitation of the patient. It can generally be stated 
that voluntary motion, even a very little, is of more 
value than any other measure. In other words, if it is 
possible by patience and care to get the patient to co- 
ordinate the brain with the action of muscles in these 
conditions, many deformities can be prevented and re- 
habilitation enhanced. The use of underwater motion. 
heat and cold, electrical stimulation, graduated pro- 
gressive resistance exercises, voluntary use of the 
muscles in graduated vocational jobs, and substitution 
of action of other muscles for weakened muscles ar¢ 
all physical medicine procedures which may be utilized. 
PROCEDURES OF PHYSICAL MEDICINE 

The following are physical medicine procedures 
which can be used in various orthopedic disorders. 

1. Exercises after disk surgery: straight-leg rais- 
ing within 24 hours following surgery, thus preventing 
adhesions around the fourth, fifth, and first sacral 
nerves 

2. Early ambulation and exercise in fracture of 
spine 

3. The use of a whirlpool bath for congestion in 
extremities following trauma 

4+. Progressive resistance exercises in postural 
problems, particularly in lordosis and kyphosis 
5. Bicycle riding for bedridden patients in order 
to develop the tibialis anterior and quadriceps femoris 

6. The use of an oscillating bed for patients con- 
fined to bed because of orthopedic problems 

7. For the arms during bed rest—active resistance 
exercises with pulleys 

8. Exercise of the quadriceps before elective oper- 
ations for fractured semilunar cartilage. 

CONCLUSIONS 

General principles have been given which should 
be followed in dealing with orthopedic problems in 
acute injuries. The time to plan rehabilitation is from 
the moment of diagnosis of the injury, thus preventing 
many of the sequelae which necessitate use of the vari- 
ous modalities of physical medicine. 

It is hoped that the combination of osteopathy, 
physical medicine, and orthopedics will some day be a 
part of every hospital and that all hospital patients 
will receive routine treatments in physical medicine 
which will insure rapid recovery of normal function in 
stead of the prolonged convalescence so prevalent in 
both orthopedics and general practice. 

Physical medicine in orthopedics is an absolute 
necessity. The principles and their application must 
be understood by all. Physical medicine is an ever- 
widening, interesting, and expanding field. The devel- 
opment in this field cannot-be ignored, and certainly the 
greatest usefulness for physical medicine is in the field 
of. orthopedics. Especially should every orthopedic 
surgeon be thoroughly acquainted with the principles 
of physical medicine and rehabilitation and their spe- 
cific application. Upon this largely depends the favor- 
able outcome and the return to usefulness of an injured 
or deformed patient. 


1459 Ogden St. 
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The Role of Primitive Stresses in Civilized Life* 
LAURENCE E. MOREHOUSE, Ph.D.+ 


Professor of Physical Education 
The University of California at Los Angeles 


“|. man is a product, like so much else, of the 
play of natural forces acting on the material and 
under the conditions past and present obtaining on 
the surface of our planet.’ 


The central purpose of this paper is to sketch out 
certain patterns of neuromuscular and associated mech- 
anisms, to see how they serve man in his struggles 
against his physical and social environments, and to 
point out certain vulnerable aspects of these patterns 
which frequently demand therapeutic support. 


How life came into being on this young planet is 
still a speculative matter, but we can see in the various 
forms of life which exist today a variety of mechanisms 
by which all forms of living things support their lives 
by obtaining food, reacting to environmental forces, 
and reproducing themselves. 


In animals, the nature of food has apparently con- 
Jitioned the development of the means of capturing it. 
Animals which feed by sifting or sucking in small par- 
ticles of food drifting in currents of water often have 
« plantlike appearance. Their sedentary habits put no 
premium on mutations which may have resulted in 
more highly developed neuromuscular mechanisms. 
Food which is large, out of immediate reach, and has a 
means of protecting itself encourages by selection those 
mutants possessing more highly developed sensorimotor 
systems and stronger organs for locomotion. 


The exercise of strong organs of locomotion de- 
mands a large body. A large active body cannot be fed 
by diffusion alone; it requires specialized systems for 
taking in, distributing, and storing food and elimi- 
nating waste. These systems are integrated and inter- 
dependent, and when stimulated by purposeful physical 
activity, they coordinate harmoniously to make the 
whole living being an effective organism. 

The result in man of lack of stimulation of the 
locomotor organs and sensorimotor systems by substi- 
tuting labor-saving devices, the TV dinner, and the 
contour chair for the level of physical activity for 
which the human body is designed may be foretold by 
the life of the sea squirt. As a youth, the sea squirt 
exercises a well-developed neuromuscular system while 
swimming in search of choice morsels of food and 
favorable environments. In middle age the sea squirt 
settles down and attaches himself to a rock or piling 
and develops a large gill system, through which he 
allows food-rich water to pass. His well-muscled tail 
gradually sloughs away, and he remains a mass of 
flaceidity. 

In man the development of the systems of body 
regulation and control is so advanced as to give him a 
large degree of freedom from his external environment. 
[lis internal environment is so well regulated that such 
vital processes as the supply of oxygen to the tissues, 
the level of sugar in the blood, the acidity of body 
fluids, and the body temperature are kept constant. This 
internal constancy is maintained by processes which are 
automatic and require no conscious attention. Thus, 
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man’s higher mental faculties, developed in him by the 
unique cerebral cortex, are free for other affairs. Little 
or no conscious attention needs to be paid to the rate 
of body processes, to the storage of food, or to the 
regulation of other adaptive mechanisms. Instead, man 
is allowed the unique opportunity for the full develop- 
ment and ample expression of human_ personality 
through the unobstructed use of his intelligence, rea- 
soning, memory, judgment, skills, imagination, and in- 
sight. 


The constancy of the internal environment is main- 
tained by the harmonious function of the systems of the 
body. Control is effected by the autonomic nervous 
system. Its parasympathetic fibers arising from the 
brain and sacral regions promote digestion and elimi- 
nation and control the storage of food through the 
insulin mechanism. Its sympathetic fibers arise from 
the thoracic and lumbar regions and serve to make 
rapid adjustments to such emergencies as pain, fear, 
rage, temperature changes, and lack of oxygen. 


The purpose of sympathicoadrenal mobilization 
when danger is present is to prepare the body so that 
the constancy of the internal environment can be main- 
tained at a higher level of activity during running or 
fighting. The resulting increased muscle tonus, per- 
spiration, heart rate, respiratory rate, blood pressure, 
and the pouring into the blood of epinephrine and blood 
sugar are all highly useful for severe body exertions 
to meet the threatening situation. The production and 
utilization of sympathomimetic substances prior to vig- 
orous effort result in increased muscular tension. The 
increased muscular tension, in turn, elicits afferent 
proprioceptive discharges back into the central nervous 
system. In this manner, a circular self-perpetuating 
background of activity is provided, and this facilitates 
the shifting patterns of response as the work is per- 
formed. 


Increased perspiration, heart rate, respiratory rate, 
blood pressure, epinephrine, and blood sugar all serve 
to prepare an optimal environment for hard-working 
muscle cells. When physical work is performed in the 
presence of danger, the work is thus facilitated and 
there is extraordinary strength and endurance. With 
the danger overcome and the extra epinephrine and 
sugar metabolized by the exertion of the fight or flight, 
the muscular tension and the rate of perspiration, heart 
rate, respiratory rate, and blood pressure return to rest- 
ing levels and the former balance is restored. 


If conditions do not require or permit hard mus- 
cular work attended by a violent expenditure of energy 
when danger is perceived, the elevation of bodily func- 
tions to support higher levels of activity is inappro- 
priate and excessive and results in a disorganization of 
functions and a disharmony of the internal environ- 
ment. Without metabolic demand, the response is pure- 
ly an emotional one and the organic changes become 
side-reactions.? These side-reactions persist for hours 
and days and feed back to affect the function of the 
central nervous system. 


While the loss of balance within the internal en- 
vironment persists, even though insidious, there is an 
interference with the higher mental functions: lapses of 
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memory, reduction in skill, poorer judgment, and re- 
duction in reasoning and insight. If the depression of 
mental faculties under such emotional conditions is not 
understood and accepted, the victim is likely to develop 
anxiety. The condition may worsen as anxiety leads 
to muscular tension and the proprioceptive stimuli 
arising from the widespread contraction of the volun- 
tary muscles cause a massive bombardment of the cen- 
tral nervous system and produce feelings of irritability 
and restlessness.* 

If this disorganization is allowed to continue, the 
overactive autonomic discharges will predispose to cir- 
culatory and digestive disorders. Thus, the very consti- 
tutional endowments which make man a robust animal 
in a savage state may contribute to his deterioration and 
destruction in the civilized state. 

Perhaps the climate of a heavily populated and 
highly civilized world will force the gradual extinction 
of ardent and inventive men and encourage the de- 
velopment of a race of irresolute stoics, but we cannot 
wait for this kind of solution to the ever growing prob- 
lem. We must now modify ourselves so that we can 
exist in the environment we have so modified. 

The rehabilitative effects of a camping trip in the 
wilderness are well known but little understood. Per- 
haps the return to primitive conditions where the bio- 
logic factors, rather than psychologic, social, and 
ideologic factors, are the determinants of behavior 
serves in some way to restore the harmonious function 
of the vegetative systems. At a wilderness camp the 
necessity for expending nearly all available time and 
effort in hunting and fishing for food, gathering wood 
for cooking and for warmth, and arranging shelter for 
comfort and sleep determines behavior from hour to 
hour throughout the day. The nervous and endocrine 
systems are busy serving hard-working muscles and 
regulating body temperature. Tensions and emotional 
responses to people and things at camp are purposefully 
consumed in physical work. 

In modern urban living there is an attempt to 
restore nervous and endocrine harmony by the use of 
sedative or analgesic drugs or by the use of an anes- 
thetic such as alcohol, self-prescribed. The benefits are 
only partial and temporary. 

The effects of steam baths and massage in reliev- 
ing tension and emotional states have been demon- 
strated to be effective therapeutic measures, but the 
phenomenon by which heat and massage effect relief is 
not well understood, massage the least. Perhaps the 
harmony of disordered vegetative reflex mechanisms is 
restored in some manner by these modalities. The 
restorative value of heat may lie in its stress upon the 
temperature-regulating mechanism. The mobilization 
of nearly all systems of the body in an attempt to lower 
the body temperature of a man in a steam bath may 
over-ride in some way the residual tensions and emo- 
tional responses due to worry and frustration. The 
result of a steam bath seems to be that internal harmony 
is restored and the individual is again free to meet his 
problems of daily living without tensions and emo- 
tional disturbances carried over from previous expe- 
riences. 

The therapeutic effects of physical exercise may 
have a similar explanation. Perhaps the mobilization 
of the body forces to meet the metabolic, circulatory, 
nutritional, and neuromuscular demands of exercise 
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supervenes in such a way as to reorganize the reflex 
mechanisms and restore harmony of function. This 
apparent paradox in which a new stress (exercise or 
heat) seems to relieve, rather than to complicate, ar 
existing one (emotional tension) needs to be studied. 

Related to this subject may be the phenomenon o: 
excess energy in children and their need to “burn ii 
off” through physical activity. This educationally sig 
nificant observation has also been frequently noted bu: 
scientifically ignored. 

When these factors are better understood, th: 
rationale for effective programs of hygiene for living 
in a complex urban society may be more fully de 
veloped. An examination of the situation will sugges: 
clear-cut lines of attack to the physiatrist, the pharma 
cologist, and the psychiatrist. Their services are need 
ed, and the problem has strong implications for actior 
also in programs of school health, physical education. 
recreation, industrial health, family life education, anc 
in any other area where man is learning to understand 
himself. 

In conclusion, it would appear that the perfectec 
control of our external environment and highly or 
ganized community living place us in strangely pro- 
vocative circumstances in that: 

1. We have inherited large active bodies for the 
exercise of strength and highly refined sensorimotor 
systems to enable us to capture food which, until re- 
cently, was hard to get. Now the body seems to be an 
obsolete piece of equipment which deteriorates readily 
from lack of use. 

2. We have developed a capacious digestive system 
to support the energy to procure food. Now energy 
utilization is so low that foods taken in amounts for 
which the system was designed are excessive and be- 
come stored as fat, which may become a parasite and a 
burden. 

3. We have developed a constant internal environ- 
ment which has freed our higher mental faculties for 
the use of reasoning, imagination, and insight. Now 
conflicts arising from the difficulty in using the unique 
cortex for expression and communications act to upset 
the internal environment and reduce the effectiveness in 
coping with external environments. 

4. Air conditioning of our homes, offices, and au- 
tomobiles may call for the occasional use of steam baths 
to stimulate our body temperature-regulating mech- 
anisms. 

5. Labor-saving devices such as power steering 
and power brakes and further automation at home and 
at work may call for regular stretching, muscle-toning. 
and posture exercises. 

6. Protection from friction and shaking may call 
for frequent massage or vibrator applications. 

7. Efficient work organization permitting pro- 
longed quiet sitting and standing in one place may 
require enforced periods of movement to restore circu- 
lation. 

8. In general, frequent and regular “primitive” 
stresses may be necessary for adequate adjustment tc 
“civilized” living. It would seem that at least part o! 
what has been taken out of man’s life by civilized so- 
ciety must be put back into it or his health and welfare 
will be seriously affected. 

Parklabrea Tower Apt. MD 
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INTRODUCTION 

In a previous article’ the effect of unilateral pro- 
eressive resistance exercises on blood pressure was dis- 
cussed. Since the inception of that study, static exercise 
has received much attention in the professional litera- 
ture, principally as a result of publication of an article 
by Hettinger and Miller? and its whole-hearted ac- 
c-ptance by Steinhaus.* The importance that this type 
ef exercise may have in physical medicine for the treat- 
ment of patients has recently been discussed by Mc- 
Cloy.* 

So far, however, the investigations of the Het- 
tinger-Miiller theory conducted by Lorback® and others 
have dealt principally with the effects of static exercises 
on the development of muscular strength and hyper- 
trophy. The comparable effects of static and dynamic 
exercise on other systems of the body are not clear. 
In view of the fact that physical medicine and rehabili- 
tation might be prescribed for patients who suffer from 
hypertension or vascular fragility, it would be of in- 
terest to know how the effects of static exercise on 
blood pressure compare with those of dynamic exercise 
of approximately equal intensity. 

REVIEW OF THE LITERATURE 

One of the earliest studies of the effect of static 
exercise on blood pressure was that of \IcCurdy,®° who 
investigated with a dynamometer the blood pressure of 
individuals making a maximum back and leg lift. The 
actual lift lasted about 5 seconds. Before lifting, the 
subjects had an average systolic pressure of 111 mm. 
of mercury, and during the lift, of 180 mm. of mer- 
cury. The rise in blood pressure was not accompanied 
by any marked change in pulse rate. Later McCurdy 
and Larson? reported that Karpovich had confirmed 
MecCurdy’s findings. 


Cathcart, Bedale, and McCallum* placed subjects 
in a sitting position, one arm extended and_ pointing 
down and depressing a handle attached to a load sus- 
pension rope. A load of 10 kg. was held until the sub- 
ject was exhausted. The blood pressure of one subject 
rose from 117/85 to 121/90; that of a second subject 
rose from 120/84 to 125/93. 


White and Moore® had their subjects hold their 
legs extended in a nearly horizontal position while seat- 
ed in a chair. They reported a marked rise in the 
systolic arterial pressure, whereas the diastolic arterial 
pressure was quite variable — rising, falling, or re- 
maining without significant change. They noted that 
theoretically the effect of isometric contraction of mus- 
cular tissue should be to squeeze out a large part of the 
blood, thereby decreasing the circulatory bed without 
correspondingly decreasing the amount of circulating 
blood. The immediate effect would then be an increase 
in both arterial and venous pressure. 


Barcroft and Millen’? measured blood flow through 
the calf by recording muscle temperatures thermoelec- 
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trically. During static contractions of low intensity the 
blood flow did not rise much above the resting rate. 
During static contractions of high intensity the blood 
flow was impaired, and single groups of muscles seemed 
to be almost ischemic. These authors suggested that 
suppression of hyperemia during strong contraction 
was probably due to the compression of the blood ves- 
sels by the contracted muscle fibers and that circulation 
through muscle appeared to be of no functional impor- 
tance during strong static work. 

Hewlett and Van Zwaluwenberg™ had their sub- 
jects exercise one arm encased in a plethysmograph 
and found that the blood flow was accelerated from 
three to eight times the normal rate of flow, although 
exercise of the opposite arm produced little or no ac- 
celeration of blood flow. 

Alam and Smirk’? concluded that under conditions 
of circulatory arrest there is a postexercise rise in blood 
pressure due to a passage of reflex nerve impulses from 
the exercised muscle. These reflex nerve impulses are 
postulated to result from an accumulation of muscle 
metabolites which occurs when the circulation is insuffi- 
cient to prevent their accumulation. While they ob- 
tained the arrest of circulation by experimental means 
(cuff occlusion), they noted that it occurs under natural 
conditions (static exercise) as well. Their theory has 
been supported by Korner.'* 


In the course of plethysmographic studies on the 
arm, Grant'* observed that when a strong grasping 
movement was made, the blood was forced out of the 
forearm by the contracting muscles and the limb volume 
decreased. After 3 to 5 seconds, however, the limb 
volume began to increase, indicating that while mus- 
cular contraction does compress the vessels, the strength 
of compression is insufficient to prevent them from 
dilating to a certain extent under the influence of dila- 
tor substances (thought to be metabolites) released 
from the muscle fibers. 


Knox" studied the effect on heart rate of exerting 
a horizontal pull equivalent to 7.5 kg. against a spring 
held for 20 seconds and then released. He concluded 
that any such muscular effort was actually composed of 
two components: a dynamic one, consisting of pulling 
out the spring, and a static one, consisting of holding 
the strain. The dynamic component causes a brief rapid 
rise in heart rate, whereas the static component pro- 
duces a slow, steady increase in heart rate. The effects 
of these two components are additive. 

Thompson" compared the effects on blood pressure 
of isometric work, as performed by squeezing a grip 
dynamometer, with that of isotonic work, consisting of 
a 1-minute bout of exercise on a bicycle ergometer. He 
found that in the case of isometric work both the 
systolic and diastolic blood pressures increased sharply 
during work, whereas isotonic work caused a sharp 
rise in systolic blood pressure but no significant change 
in diastolic pressure. Like Alam and Smirk,” he sug- 
gested that the chief cause of blood pressure changes 
in isometric work is reflexive in nature, while that in- 
volved in isotonic work is chemical. 
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Fig. 1. Subject practicing isometric elbow flexion exer- 
cises. Subject’s arm was placed 100 degrees from the position 
of the humerus. A tension cqual to two thirds of the subject's 
maximum strength was exerted against the scale and main- 
tained for 15 seconds. 


In all of the above studies the blood pressures ap- 
pear to have been obtained by sphygmomanometric 
methods. The accuracy of this technic has been sub- 
jected to considerable criticism. Steele’? stated that in- 
direct technics underestimated the systolic pressure by 
about 10 mm. of mercury (although half of this figure 
might have been accounted for by the procedure used), 
but that diastolic pressure could be read to a difference 
of less than 1 mm. of mercury. Henschel, de la Vega, 
and Taylor'® found that auscultatory procedures under- 
estimated standing systolic pressure by 13 mm. of mer- 
cury but gave a good approximation of the diastolic 
pressure. While it must be recognized that the sphygmo- 
manometer technic cannot equal direct intra-arterial 
methods in accuracy, at least some authorities’® agree 
that the difference is usually too small to be significant 
and that for ordinary purposes the sphygmomanometer 
is satisfactory. 

STATEMENT OF THE PROBLEM 

The purpose of this study was (1) to determine 
the effect of unilateral static exercise on blood pressure 
as measured by indirect methods on the contralateral 
limbs of normal, untrained male subjects and (2) to 
compare the results with an approximately equal 
amount of unilateral dynamic exercise on a similar 
group of subjects. 

PROCEDURE 

The subjects for this investigation were male stu- 
dents of the junior class at the College of Osteopathic 
Physicians and Surgeons at Los Angeles. All were 
volunteers and all were free from clinically apparent 
disease states. 

During the subject’s first visit to the laboratory, 
the strength of elbow flexion and arm elevation was 
measured by means of a strain gauge dynamometer. 
To measure flexor strength, the subject stood fac- 
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ing the strain gauge, which was affixed to the floor. He 
held a stirrup grip with his palm up, his hand in line 
with his forearm, and his upper arm perpendicular to 
the floor, close to but not braced against his body. By 
use of a goniometer, his forearm was placed in a posi- 
tion extended 100 degrees from the position of his 
humerus. A piece of flexible airplane cable connecte« 
the handle with the strain gauge by way of two ball- 
bearing pulleys. The subject voluntarily contracted his 
elbow flexors as strongly as possible. Jerking, latero 
flexion, backward bending, shifting of weight, move- 
ment of the upper arm, or other accessory movements 
were not permitted. The change in force exerted on th: 
load cell produced a change in its output voltage, which 
change was amplified electronically and produced as « 
line on an ink-writing paper recorder. Comparison of 
the height of this line with that produced by weights 
hung from the cable made it possible to calibrate in 
pounds the amount of strength exerted. Since the se1- 
sitive element of the load cell moved only an imper- 
ceptible distance, this was actually an isometric strain. 

Arm elevation strength was measured by having 
the subject stand sideways, with the arm to be tested 
next to the strain gauge. In the normal starting posi- 
tion assumed by an individual about to press a dumb- 
bell to arm’s length overhead, the upper arm was 
pendent from the shoulder, the elbow flexed, and the 
hand turned to midposition. The stirrup handle was 
placed in the subject’s hand and the length of the cable 
adjusted accordingly. The subject then endeavored to 
elevate his arm gradually directly upward as strongly 
as possible. Jerking, lateroflexion, shifting of the hips, 
movement of the knees or feet, or other assisting ma- 
neuvers were not permitted. 

On later visits to the laboratory the subject stood 
quietly for a few minutes before his blood pressure 


Fig. 2. Subject practicing isometric arm elevation excr- 
cises. A tension equal to two thirds of the subject’s maximum 
strength was exerted against the scale and maintained for 15 


seconds. 
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TABLE I—BLOOD PRESSURE BEFORE AND FOLLOWING PRESSES AND CURLS 


After 2nd After 3rd After 2nd 
Set Curls Set Curls Set Presses 


S.P. EXP; S.P. D.P. 


128 126 92 
110 118 
146 132 98 
110 115 
140 139 
150 150 
120 122 
148 150 
146 140 
118 118 
144 145 
124 126 
131 132 
114 114 
114 110 
135 135 
150 140 
130 138 
143 148 
142 138 
140 148 
122 120 
138 138 
120 122 


132 132 
41 +4 46 48 46 


A=Average; D=Difference (Pulse Pressure). The abbreviations are also used in sub- 


After 3rd 
Set Presses 


D.P. 


122 80 
118 84 
132 94 
118 75 
141 90 
154 86 
108 72 
146 108 
140 86 
118 82 
136 92 
128 86 
132 75 
138 92 
110 
140 
136 
138 
162 
140 
152 
118 
128 
124 


After Ist 
Set Presses 


S.P. DP. 


132 
114 
136 
118 


After Ist 
Set Curls 


SP. D.P. 
122 


Before 
Exercise 


S.P. 


112 
120 
116 
112 
125 
140 
110 
140 
128 
118 
130 
128 
130 
110 
118 
125 
136 
126 
132 
136 
142 
120 
128 
118 


125 


124 
142 
120 
141 


HESS 


132 


44 46 


S.P.=Systolic Pressure; D.P.=Diastolic Pressure; 
sequent tables. 


and the subject’s blood pressure again ascertained. 


was ascertained by use of a sphygmomanometer. The 


cuff was then deflated but left in position on the arm. 
To measure flexion, the subject was ‘placed facing a 
Detectomatic 11S scale suspended from overhead, in 


the manner shown in Figure 1. By use of a goniometer 
the subject’s arm was placed 100 degrees from the posi- 
tion of the humerus. A piece of flexible airplane cable 
connected the handle with the hook of the scale. The 
subject then contracted his elbow flexors until the 
pointer on the scale stood at the desired figure. Imme- 
diately upon releasing the tension, the cuff was inflated 


Thus the blood pressure reading was obtained in a 
matter of seconds following completion of the exercise. 
A small dynamic factor was present in that a strain of 
70 pounds resulted in a movement of almost % inch 
caused by compression of the spring in the scale. 

Arm elevation strength was recorded, with the sub- 
ject standing precisely as described for the measure- 
ment employing the strain gauge and then pushing the 
handle upward until the pointer on the scale reached 
the desired figure. This position is shown in Figure 2. 


TABLE II—BLOOD PRESSURE BEFORE AND FOLLOWING PRESSES 


After 2nd 
Set Presses 


After Ist 
Set Presses 


Before 
Exercise 


After 3rd 
Set Presses 


After 4th 
Set Presses 


After 5th 
Set Presses 


After 6th 
Set Presses 


S.P. D.P. 


122 90 
128 94 
110 60 
122 90 
120 76 
110 68 
144 94 
130 4 
120 92 


122 90 
134 94 
116 70 
120 84 
128 76 
102 70 
142 94 
132 82 
114 90 


S.P. DP. 


124 84 
128 94 
114 75 
139 88 
128 74 
98 72 
142 94 
130 82 
120 86 


100 


S.P. 


122 100 
136 92 
114 
130 
118 
100 
144 
136 
120 


S.P. D.P. 


122 
130 
126 
121 


S.P. D.P. 


112 90 
136 96 
126 70 
121 86 
134 80 
92 70 
138 92 
126 86 
110 84 


sit 


138 96 
136 94 
138 
108 
130 
180 
132 
132 
142 
142 
126 


126 98 
124 90 
136 70 
105 
120 
142 
122 
122 
142 
132 
120 


ERELERPERES 


NI 


94 136 108 
96 132 
70 144 
75 108 
85 130 
94 150 
76 138 
80 126 
108 140 
78 142 
60 130 


140 
134 
132 
110 
130 
142 
130 
124 
150 
148 
130 


124 130 


83 130 129 


~ 
w 


£ 


1. 82 92 
3. 80 122 86 92 eee 
4. 75 122 70 75 nee 
5. 80 137 80 140 92 ae es 
6. — — 150 82 
7. 78 120 78 118 118 60 rig? 
8. 98 148 481 148 
9. 82 142 86 138 138 82 » ee 
10. 86 120 86 118 117 82 7 
12. 92 120 90 130 131 90 
13, 7 131 70 132 133.75 
14. 84 114 76 130 120 88 3. 
13. 84 16 115 11580 
16. 80 130 85 140 135 85 . ee. 
17. 85 140 86 152 130 80 come G 
18. 82 140 80 134 140 78 ees 
19, 108 140-122 158 160 
20. 84 128 86 136 134 88 eS 
22, 76 126 82 122 118 74 : 
23. 8 140 90 130 
24. 84 120 82 124 84 126 82 & 4 
D 
= 
118 
126 3 
134 126 ao 
92 90 
144 140 
118 138 ae 
9, 114 114 
10. 130 138 
ll. 136 134 132 et 
12. 144 = 138 140 oe 
13. 108 110 105 ae 
14. 130 138 130 ae 
15. 150 190 146 
16. 132 132 130 76 4 
17. 130 130 128 78 ie 
18. 142 150 150 108 ne 
19. 134 142 144 78 
20, 120 128 128 62 _ 
A 82 132 = 
7 D 40 = 48 49 46 45 46 ies 
| 


630 UNILATERAL STATIC EXERCISES—RASCH 
TABLE III—BLOOD PRESSURE BEFORE AND FOLLOWING CURLS 
Sub- Before After Ist After 2nd After 3rd After 4th After 5th After 6th 
jects Exercise Set Curls Set Curls Set Curls Set Curls Set Curls Set Curls 
S.P. D.P. S.P. D.P. S.P. D.P. SP. D.P. S.P. D.P. D.P. S.P. D.P. 
8 122 92 130 86 128 90 128 90 126 90 128 84 126 & 
2. 134 94 130 94 128 102 130 98 130 98 130 100 126 OF 
a 126 82 134 70 132 68 128 66 128 66 122 66 124 70 
4. 140 90 143 89 148 90 151 91 158 90 142 91 139 9} 
a 130 78 130 84 134 88 128 80 130 86 124 86 124 & 
6. 100 74 100 74 98 72 108 | 74 98 70 98 74 94 72 
7. 138 92 146 96 146 96 142 94 146 98 140 96 142 92 
8. 130 86 . 138 78 138 78 126 84 128 84 126 M4 124 74 
9 108 78 117 &4 115 84 115 8&8 110 84 
10. 136 86 142 96 138 98 138 98 136 98 140 96 146 96 
11 126 2 120 70 118 78 116 74 114 74 120 76 118 vii 
12 128 75 132 70 136 75 140 70 142 75 138 75 132 75 
13 110 70 112 75 115 75 116 85 115 80 118 80 114 70 
14 130 88 132 90 140 91 135 90 130 88 128 88 130 90 
15 130 90 140 90 148 92 158 94 136 98 136 90 136 86 
16 114 68 122 70 122 70 122 70 122 70 128 70 126 70 
17 140 110 150 112 145 112. 148 112 142 112 142 112 150 110 
18 128 2 156 Mt 126 80 124 80 130 76 126 78 132 72 
19 130 88 136 85 142 86 144 90 152 92 138 88 148 86 
20. 118 72 118 2 122 68 118 68 122 68 120 66 122 66 
\ 126 83 131 83 131 85 131 85 131 85 129 84 128 82 
D 43 48 46 46 46 45 46 


recorded in Table III. 


The blood pressure reading was ascertained imme- 
The significance of the differences in blood pres- 


diately after the subject released the load. 


In the previous study the subject’s blood pressure 
was dete rammed toy: each act of a series consist- 


series of six sets of presses, and a third 
series consisting of six sets of curls. This general 
pattern was repeated in the present study. 

At our present level of physiologic understanding 
it is not possible to determine when a given static exer- 
cise is exactly equivalent to a given dynamic exercise. 
The load to be used during this experiment was deter- 
mined by the fact that during a study of the effects of 
unilateral progressive resistance exercise,’ it was noted 
that subjects took about 15 seconds to complete a single 
set of five curls or five presses and that the weight 
which they used was about two-thirds that of the maxi- 
mum they could handle in a single repetition. To ap- 
proximate this load, the subjects in the present investi- 
gation were required to hold a pull on the scale equal 
to two-thirds the maximum figure recorded by the 
strain gauge and to maintain this pull for 15 seconds. 

RESULTS 

Blood pressure readings before exercise and fol- 
lowing three sets of static curls and three sets of static 
presses are given in Table I. Those before and follow- 
ing six sets of static presses are shown in Table II. 
Pressures before and after six sets of static curls are 


TABLE IV—THE EFFECT ON BLOOD PRESSU RE OF STATIC 
\ND DYNAMIC EXERCIS 


After Exercise 


Before Exercise Difference 


Exercise 


sures before and after these three bouts of exercise 
was determined by the Fisher “t” technic. The increase 
in systolic pressure following three sets of static curls 
and three sets of static presses was significant at the .01 
level of confidence. The increase in diastolic pressure 
was not statistically significant. The increase in systolic 
pressure following six sets of static presses was signifi- 
cant at the .01 level of confidence. The decrease in 
diastolic pressure was not statistically significant. The 
increase in systolic pressure and the decrease in diastolic 
pressure following six sets of static curls were not 
statistically significant. 

Observations of the subjects revealed that most of 
them took a deep breath just before starting their exer- 
cise and then held it during the 15 seconds of strain. 
Various subjects remarked that they found it difficult 
to maintain the required strain when they breathed 
because they tended to let the pointer drop simultane- 
ously with exhalation. This suggests that the increase 
in systolic pressure shown in two of these static exer- 
cises probably was not due to the dynamic and static 
components of muscular effort postulated by Knox,” 
but rather to the fact that muscular effort performed 
with the glottis closed and breathing halted causes a 
rise in intrathoracic pressure. 

The effect on blood pressure of static exercises 0! 
the type used in this study and of dynamic exercise of 
the type used in the earlier study are compared in Tabk 
IV. Comparison of these two sets of figures show- 
that, in general, both types of exercise tend to be fol- 


SP. Po _D.P. lowed by an increase in systolic pressure and a decreas: 

in diastolic pressure. This tendency to diminished 
Dynamic 117 75 125 70 +8 —5 diastolic pressures following both dynamic and static 
Static 125 84 132 86 +7 +2 exercise is of particular interest in view of the fact 
Presses only that many standard physiology texts state that both the 
Dynamic = 115 74 122 68 +7  -—6 — systolic and diastolic pressure increase as a result of 

__ Static 124 84 129 83 +5 —Il exercise. Our own experiments do not concur with this 
73 125 69 49 _4 Statement, and Karpovich*® has reported other studie: 
Static 1% 3 128 @? 42 _, of dynamic exercise in which a fall in diastolic blood 


pressure was also observed. 
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The physiologic factors involved in changes in 
blood pressure during exercise are extremely complex. 
The amount of blood pumped by the heart during exer- 
cise depends upon an adequate venous return, the ca- 
pacity of the heart to increase its stroke volume, and 
heart rate. Venous return is regulated by the pumping 
action of the left ventricle, the massaging action of 
muscular contractions, and the effect of respiratory 
movements on the veins of the abdominal and thoracic 
cavities. Closing the glottis and suspending the breath- 
ing, the individual tends to compress the chest and 
cause the intrathoracic pressure to rise to the point 
where it interferes with venous return. Ejection of the 
blood from the heart must be accomplished against 
peripheral resistance offered by the arteries, and this 
resistance varies with the degree of vasoconstriction 
and vasodilatation of the arterioles in various parts of 
the body. 

While White and Moore® pointed out that theo- 
retically isometric contractions should immediately in- 
crease the arterial pressure, it is probable that the total 
mass of the muscles used in the present study was not 
sufficiently great in proportion to the size of the body 
to exert any noticeable effect through this mechanism ; 
moreover, the work of Grant’ suggested that at least 
some circulation through an isometric muscle is re- 
stored within 5 seconds from the start of exercise. If 
anything, it might be expected that static contractions, 
by partially reducing the venous return through in- 
creased pressure on the blood vessels and by eliminating 
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any pumping effect from the muscles, actually interfere 
with the cardiac output. 

The principal difference observed between the ef- 
fects on blood pressure of different types of exercise 
was that dynamic exercise decreased diastolic pressure 
more than did static exercise. These data support the 
concept that in static exercise there is a reduction in 
the venous return and thus in the heart output, while 
the increased frequency of systole causes an increased 
frequency in the expansion of the arterial vessels. As a 
result, the diastolic period is shortened and the fall in 
diastolic pressure is halted at a higher level. With dy- 
namic exercise, the massaging effect of alternate con- 
tractions and relaxations of the muscle forces the blood 
in the veins onward toward the heart. It is difficult to 
explain a fall in diastolic blood pressure other than by 
the assumption that it results from vasodilatation 
caused by exercise. 


SUMMARY 

Static exercise, which consisted of a subject hold- 
ing a weight equivalent to two thirds of his maximum 
strength for a period of 15 seconds, resulted generally 
in an increase in systolic blood pressure and a decrease 
in diastolic pressure. 

Comparison of these results with dynamic exercise 
of roughly the same intensity showed that the principal 
difference was a considerably greater decrease in dias- 
tolic pressure in dynamic exercise. 


1100 N. Mission Rd. 
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PHYSICAL THERAPY 


Every physician, cognitively or not, employs some physical 
therapy in practice. The prescribing or administering of an 
enema or douche, a bath, ice caps, an inhalation or spray, heat 
—whether in the form of a poultice, a fomentation, or a hot 
water bag—fresh air, oxygen, exercise—active or passive—all 
these are but a numerically small and popularly recognized por- 
tion of available measures; integrant components of the vast 
practical integer of physical medicine. Physical therapy in- 
cludes a far wider range of treatment than is commonly pre- 
sumed by the uninformed; and it is essentially and adaptably 
procurable for the general practitioner, surgeon, and specialist. 


Each one may employ it as restrictedly or as inclusively as his 
clinical needs indicate; and when his limitations are reached, 
the physical therapy specialist is then to be confidently relied 
upon for more extensive and intensive experience to assuaging- 
ly resolve many an otherwise hopeless pathologic problem. If 
“knowledge is that which, next to virtue, truly and essentially 
raises one man above another,” then the physician trained in 
physical therapy should, without cavil, be justly exalted above 
all his associates who may lack a knowledge of such an essen- 
tial adjunct to successful medical practice—Joseph E. G. Wad- 
dington, M.D., in “Physical Therapy: Theoretical and Clinical.” 
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“Arteriosclerosis” is a broad and inclusive term 
that denotes many diseases of blood vessels. Perhaps 
the division of these pathologic entities into three main 
classes, as done by some authorities,"* is best for clari- 
fication and discussion. It becomes very obvious that 
some such division is a necessity when one attempts to 
describe the protean manifestations which can result 
from this heterogeneous group of processes affecting 
arterial walls. 

TYPES OF ARTERIOSCLEROSIS 

Arteriosclerosis can be classified as follows: 

1. Atherosclerosis 

2. Medial arteriosclerosis 

3. Arteriolar sclerosis with: 

a. Subintimal hyaline thickening 
b. Elastic hyperplasia 

>, Endothelial hyperplasia 
d. Productive endarteritis. 

Atherosclerosis—Atherosclerosis is that form of 
arteriosclerosis which is characterized by the deposition 
of lipoid in the intima of an elastic artery and by in- 
timal hyperplasia over, or upon, this deposit. The lumen 
of the artery is frequently reduced to a mere fraction 
of its normal size and volume. The lipoids are mushy 
and gruel-like. A breakdown of the intima results in 
an atheromatous ulcer. Calcification of the lipoid may 
occur with complete loss of elasticity of the artery. 
These changes result in marked distortion of the heart, 
the aorta, the brain and, to a lesser extent, other viscera 
and the extremities. 

Medial Arteriosclerosis—Medial arteriosclerosis, 
especially with calcification, also termed Monckeberg’s 
sclerosis, is a disease process in the arterial wall char- 
acterized by degenerative changes in the muscular coat, 
probably in the nature of hyaline and fatty degeneration 
_ which is followed by necrosis and then by deposition 
of calcium in the form of plaques.'| This, then, is a 
form of arteriosclerosis affecting chiefly the media, with 
resultant calcification, and is seen in the muscular ar- 
teries such as the femorals, the tibials, the medials, and 
the temporals and results in a “pipe-stem’” palpatory 
finding. Most authorities feel that this type of arterio- 
sclerosis is purely a degeneration due to wear and tear 
of aging and that the lumina of the blood vessels are 
not diminished in size to any appreciable degree. There- 
fore, pathologic manifestations are probably minimal if 
present.* 

eIrteriolar Sclerosis —The third general class of 
arteriosclerosis is best designated as arteriolar sclerosis 
or, as preferred by some, diffuse hyperplastic sclerosis. 
This form of arterial disease affects chiefly smaller ar- 
teries under 100 microns in diameter.’ These are the 
peripheral vessels of the viscera. The changes in these 
small arteries, or arterioles, vary considerably in type 
and distribution. Most prominent is the process of 
marked subintimal hyaline deposition and thickening or 
degeneration which occurs in the presence of hyperten- 
sion. The kidney is the viscus very frequently affected. 
Changes in the retina are also frequent. In the absence 
of hypertension, subintimal hyaline thickening is found 
as an aging process in the abdominal viscera, with the 


*Presented at. the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Argeles, July 18, 1955. 
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exception of the kidneys, and probably produces few 
pathologic changes. 

A second form of arteriolosclerosis is charac- 
terized by elastic hyperplasia in larger arterioles and 
arteries. Splitting of the elastic lamina occurs. Redu- 
plication of this elastic layer may be so great that a 
muscular type of artery is converted into an elastic 
type. This form of degeneration is also seen in hyper- 
tension. It is frequently associated with the hyaline 
degenerative form so that the smaller arteries show the 
hyaline degeneration while the larger arterioles and me- 
dium-sized arteries show elastic hyperplasia. 

Some authorities feel that still another pathologic 
variety exists.‘ Endothelial hyperplasia appears to oc- 
cur with conversion of the intima to collagen by pro- 
liferation of fibroblasts. This occurs in very small 
arterioles. Again the kidney is the chief visceral target. 

A malignant form is also seen associated with 
hypertension which is characterized by productive en- 
darteritis. This may resemble very closely the endo- 
thelial hyperplasia described above or may be necrotiz- 
ing arteriolitis in which the whole thickness of the 
vessel wall becomes necrotic and structureless. The 
brain and the kidney again show the chief pathologic 
manifestations. 

This classification is extremely brief, and the de- 
scriptions are superficial and sketchy, but it does serve 
to segregate visceral changes from one another and 
allow a more orderly discussion. 


CHANGES IN ATHEROSCLEROSIS 
Atherosclerosis produces thrombosis and embolism 
of arteries. The atheromatous plaque as it enlarges 
with the accumulation of more and more lipoid even- 
tually undergoes ulceration with loss of intima. Tissue 
juices are liberated, and these aid in the coagulation of 
blood, especially in the presence of platelets which have 
become adherent to the roughened surface. The eleva- 
tion of the plaque also creates minor disturbances in the 
flow of blood or eddies which aid in the deposition of 
platelets and precipitation of fibrin, or the plaque may 
produce weakening of the arterial wall with resultant 
outpocketing under the influence of the blood pressure, 
again with small but abnormal currents developing in 
the passing blood stream. Thus, many of the factors 
necessary for clotting of blood in the heart or arteries 
are provided and a thrombus develops. Bits of this 
blood clot may then break loose and float in the blood 
stream until they reach a vessel in which they are too 
large to pass and become impacted. Embolization then 
results in infarction or death of the zone of tissue sup- 
plied by the vessel which has been occluded. The gruel- 
like material and bits of disintegrating intima may also 
contribute to embolization. 

Atherosclerosis affects the heart by reducing the 
blood supply to the myocardium either gradually or 
abruptly. Atheromatous plaques most frequently in- 
volve and narrow the anterior descending limb of the 
left coronary artery and the right coronary artery be- 
fore its bifurcation. In either location, large areas of 
myocardium are involved. More important, in some in- 
stances, is the fact that the first and second perforating 
branches of the anterior descending limb of the left 
coronary artery supply the atrioventricular node and 
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Fig. 1. Myocardial infarction. A coronary arteriole con- 
taining organizing thrombus is shown by arrow. Note also the 
necrotic muscle at upper right and the surrounding inflamma- 
tory cell invasion. 


Fig. 2. Acute myocardial infarction. Infarcted, discolored 
myocardium in area indicated is suggested even in black and 


white. 


the bundle of His.® If the atherosclerosis results in 
ischemia sufficient to destroy the atrioventricular node, 
cardiac arrhythmia results, possibly with ventricular 
fibrillation, and death rapidly ensues. Or, atherosclero- 
sis without occlusion can cause hypertrophy of the heart 
by ischemia of the myocardium with resultant stretch- 
ing of undamaged fibers. This results in their hyper- 
trophy,® and infarction of the ischemic area occurs.” In 
this instance a markedly hypertrophied heart may be 
found showing numerous infarcts or areas of fibrosis, 
and the coronary vessels will show plaques in their 
walls but no occlusion. 

Much more frequently, occlusion of a coronary 
vessel by a thrombus or embolus is found. This results 
in complete loss of oxygen and nutrients to the affected 
areas, and death of myocardium occurs to an extent 
dependent on the size of the vessel and branch, or 
branches, involved. If the area is massive, and espe- 
cially if the neuromuscular mechanism is destroyed, 
death is almost immediate. The heart under such cir- 
cumstances will show only the thrombus or embolus 
occluding the atherosclerotic coronary vessel or vessels. 

If, however, the area affected is small and there 
are sufficient anastomotic vessels to limit it, life con- 
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tinues while the infarct develops, undergoes necrosis, 
and heals, all other factors being equal. In 5 or 6 hours 
death of the cardiac muscle fibers becomes microscop- 
ically evident. A change in staining characteristics oc- 
curs with degenerative nuclear changes. 

Hemorrhage of minor nature occurs subsequently. 
Polymorphonuclear cells invade the area in about 24 
hours and become numerous in about 4 days. New 
capillaries begin to grow into the infarct at about 4 days 
when necrosis is marked. Macrophages become nu- 
merous during the second week, and fibroblasts may be 
noted. Collagen becomes prominent at 3 weeks and 
reaches a maximum at 6 weeks. By the end of the sec- 
ond month, contraction of collagen has occurred with 
the formation of a dense scar (the speed of healing 
varies somewhat with the size of the infarction). Dur- 
ing the development of the infarct and anastomotic 
channels, as mentioned above, disturbance of the vis- 
ceral pericardium results in pericardial adhesions. Ad- 
ditional capillary anastomoses from the parietal layer 
form. Thus, an infarcted heart, in addition to the oc- 
cluded vessel, will many times show an area of engorge- 
ment, necrosis, and discoloration, or an area of scarring 
beneath a patch of pericardial adhesions. 

Complications of infarction may occur. If, in the 
process of degeneration and necrosis of the heart wall, 
the entire thickness of the myocardium is involved, 
rupture of the heart may occur with hemorrhage out 
into the pericardium, resulting in cardiac tamponade. 
The rupture may be a small opening or a large jagged 
tear. A second complication is that of aneurysmal dila- 


Fig. 3. Pericardial adhesions. Note that the adhesions are 
present over the apex of the heart previously infarcted. 


Fig. 4. Hemopericardium in rupture of the heart due to 
acute myocardial infarction. The pericardium has just been 
entered, and blood is beginning to spill from it. 
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The area of rupture is indi- 


Fig. 5. Rupture of the heart. 
cated by the large arrow and dark hemorrhagic patch. There 
is no distinct tear in this instance. The site at which the throm- 
bus was found in the coronary vessel can be seen at the upper 
right. 


Fig. 6. Myocardial infarction. The recently infarcted area, 
of myocardium is indicated by the depressed area. This area 
would balloon outward under the influence of blood pressure 
during life. 


tation due to ballooning outward of the damaged and 
necrotic wall. This causes eddies in the blood with a 
tendency toward the development of a thrombus, and 
the degeneration and disintegration of the endothelium 
result in adherence of platelets and precipitation of 
fibrin. Thus, a thrombus of splintlike nature forms 
over the aneurysm. This portion of the wall may then 
go on to complete healing and fibrosis, or the thrombus 
may break loose and result in fatal embolism. Peri- 
cardial adhesions may form upon the aneurysmal area. 
These may restrict cardiac action to some extent, but 
probably, as above, they help replenish the blood supply 
of the adjacent area to some degree. A third complica- 
tion might be considered to be progression of the in- 
farction due to a building up of the thrombus and fur- 
ther gradual occlusion of the coronary vessel towards 
its orifice or further embolization from a thrombus or 
ulcer. Systemic embolization is the fourth complication. 
It may be due to cardiac arrhythmia with mural throm- 
bosis following infarction or due to the breaking loose 
of a thrombus in an aneurysm. The lungs are most 
frequently involved. Kidneys, spleen, and brain are also 
affected frequently while intestines and lower extremi- 
ties are less often involved. 

The aorta is very frequently involved by athero- 
sclerosis. Many times it becomes a calcified, pipelike 
structure; more frequently, areas of atheromatous ul- 
ceration form. 
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Thrombosis and embolization may occur in the 
kidneys, but thrombosis or embolization of the femoral 
or popliteal arteries is more frequent. The more ad- 
vanced the destruction of the intima, the more often 
the media becomes involved, with loss of strength duc 
to the necrosis and marked dilatation. This dilatation 
may be quite diffuse, or it may be quite localized or 
saccular. The aorta in its abdominal portion frequent], 
shows saccular aneurysmal dilatations. 

Aortic atheromatous ulcers are responsible for 
other changes. The media beneath such an ulcer, wher 
subjected to the increased blood pressure of effort, may 
break and result in intramural hemorrhage from dam- 
aged or torn vasa vasorum.* Thus, the various layers 
of the aorta are “dissected” away from one another. 
This dissection, or separation of layers, is then extend- 
ed by the pressure of the intra-aortic blood stream 
Spontaneous rupture of this type most frequently oc 
curs in the ascending aorta immediately above the aortic 
valve. Dissection may occur from these usually annula: 
tears, down into the thorax and pelvis, with death duc 
either to shock or exsanguination if the adventia gives 
way. Dissection of this type nearly always contributes 
to the abdominal aortic aneurysm and may result in 
exsanguination as well. However, in the latter case, 
thrombus formation is as frequent, with splinting 
and/or embolization of the lower extremities. 

The cerebral vessels are particularly prone to 
atherosclerosis. The circle of Willis is almost invaria- 
bly affected to some extent in the elderly. Plaques or 


Fig. 7. Aneurysm of left ventricle containing a mural 
thrombus. Note the very thin wall of scar tissue in region of 
arrow on the right. 


Fig. 8. Pulmonary embolization and infarction. Note the 
thrombus occluding the pulmonary artery. 
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ulcerations with endothelial damage, altered and slowed 
circulation, and deposits of platelets result in frequent 
thrombus formation. Bleeding then occurs into the 
brain substance from collateral vessels.? Rupture of an 
atherosclerotic vessel is one of the rarest of phenomena. 
Arteriosclerotic obstruction without thrombosis with 
apoplexy is also quite rare. Atherosclerotic aneurysms, 
either saccular or fusiform, are also rarely responsible 
for hemorrhage or rupture. 

In the extremities, especially the femoral arteries 
and their branches, atheromatous plaques frequently de- 
velop. Atheromatous ulceration and/or formation of 
thrombi upon such a plaque results in free-floating 
foreign bodies or emboli which become impacted dis- 
tally, perhaps in one of the arteries supplying the great 
toe or the like. Gangrene then occurs. This process is 
especially prominent in diabetic patients. 

CHANGES IN ARTERIOLAR SCLEROSIS 

Arteriolosclerosis associated with hypertension, 
previously defined, results in diminution in the size of 
small peripheral arteries of the viscera. To supply the 
same quantity of blood to the visceral parenchyma, 
against increased peripheral resistance, the heart (espe- 
cially the left ventricle) must overcome a high pressure 
in the arterial system before it can expel its contents. 
This increases the work load of the heart by 40 to 50 
per cent.'° Concentric hypertrophy occurs in the left 
ventricle. The wall may thicken from the average nor- 
mal of 1.5 cm. to 2.5 to 3. cm. The weight of the heart 
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Fig. 9. Splenic infarction. Note the lighter areas of n 
sis due to loss of blood supply. 


Ke. 
_ Fig. 10. Saddle thrombus in bifurcation of aorta in a case 
ot coronary occlusion with aneurysm and embolization. 
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Fig. 11. Dissecting aneurysm of abdominal aorta. Athero- 
matous ulcers are seen to the upper left. A rent is seen cen- 
trally. The smallest arrow indicates the tremendously thickened 
aortic wall due to thrombosis within the dissected layers. A 
thrombus is also seen upon the intima within the aorta. 


F 
thrombosis. Note the thrombus at the point indicated by the 
arrow. This is the basilar artery. Note also the loss of detail 
due to necrosis of the cerebellum as seen centrally and to the 
right. 


may be doubled or even tripled, reaching 900 grams." 
Bulging of this hypertrophied ventricle into the right 
ventricle occurs. Fibrosis of the mitral and aortic 
valves, coronary atherosclerosis, and myocardial fibro- 
sis many times accompany these changes. Outstanding 
is the firm, thick left ventricle which makes up most of 
the heart. 

The brain in arteriolar sclerosis associated with hy- 
pertension shows atherosclerosis of the basal vessels 
almost invariably, but true arteriolar sclerosis is also 
found in the smaller arteries. The brain itself varies in 
appearance with the degree of the disease. Early there 
may be little or no change in appearance. Arterial 
spasm may result in symptoms, but because the anoxia 
is reversible, infarction or hemorrhage does not occur. 

Later in the disease, spasm of greater degree and 
duration results in frank infarction, hemorrhage, or any 
and all combinations of the two processes. Infarction 
is characterized by an area of softening which may 
reach liquefaction. These areas are very frequently in 
the deep portions of the cerebrum and are found only 
upon transection of the brain. After a degree of heal- 
ing has occurred, a shrunken, dirty-yellow zone of 
gliosis surrounds a cystic space or spaces, and these 
spaces may contain yellow serous fluid. 

Spasm of the smaller cerebral arteries (arterioles) 
may also result in hemorrhage. If spasm is partial or 
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has produced complete occlusion followed by hyper- 
emia, the damage of ischemia or the anoxia allows the 
walls of the small blood vessels in the area to leak blood 
or become frankly necrotic. Hemorrhage easily occurs 
into the soft cerebral substance.® 

The recent cerebral hemorrhage shows grossly as 
an area of bright red blood. It is most frequent in the 
corpus striatum and lateral periventricular regions. In 
the latter instance if there is damage to the ependyma, 
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Fig. 13. Massive hypertrophy of the heart in hypertension. 
Note that the apex lies far to the left of the midclavicular line. 


Fig. 17. Arteriosclerotic kidney. Note irregular cortical sur- 
face and thick-walled vessels. 


hemorrhage into the ventricles occurs and may be seen 
as a bright red cast of this cavity system. Subpial ac- 
cumulations of blood are common. Subarachnoid hem- 
orrhage may accompany massive lateral intraventricular 
hemorrhage but is not common.'? The spinal fluid may 
thus be frankly bloody. 

The healing or healed lesion of cerebral hemor- 
rhage is a shrunken, depressed, or cystic dirty-yellow 
structure. The meninges overlying it may be cloudy and 
opaque. The cerebrospinal fluid may be a distinct yel- 
low or yellow-brown. Systemic effects are the well 
— == known hemiplegia, paraplegia, or areas of somatic mus- 
Fig. 14. Concentric hypertrophy of the left ventricle. Note cular weakness or sensory distortion of a temporary or 


the bulging into the right ventricle. permanent nature, the latter accompanied by atrophy 
and deformity. 
Arteriolar sclerosis occurring in the cerebral ves- 


sels may also be manifested in the retinal arteries. 
These vessels show spasms, branching at acute angles, 
increased tortuosity, alterations in caliber or “beading,” 
loss of translucency, and a pallor giving a silver wire 
appearance.’ Later, compression of veins by a crossing 
artery is seen, and grayish areas of degeneration or 
streaklike or punctate hemorrhages of the retina itself 
may result, 

The kidneys undergo many changes in arteriolar 
sclerosis. In the absence of hypertension, this appears 
to be an aging process and is frequently termed “senile 
nephrosclerosis.” . The kidney is of normal size but 
oe shows adherence of the capsule upon patchy areas of 

a oo depression and scarring. These are frequently wedge 

shaped. Small cortical cysts may also stud the cortex."* 
Fig. 15. Cerebral hemorrhage in arteriosclerosis. (Continued on page 642) 


Hig. 16. Intraventricular hemorrhage in arteriosclerosis. 


Volume 55 
Number 10 


THE JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


Published Monthly by the American Osteopathic Association 


Publication Office, 100 S. Kenilworth Ave., Oak Park, IIl. 
Editorial Office, 212 E. Ohio St., Chicago 11, Ill. 
Address all communications to the Chicago Office 


EDITORS 


RayMonpD P. D.O 
KATHERINE BECKER 


Editor 
Assistant Editor 


OFFICERS 

Executive Secretary 
Business Manager 
Treasurer 


R. C. McCaucuan, D.O 
CLayton N. Crark, D.O 
Rose Mary Moser 


COMMITTEE ON EDITORIAL POLICY 


Rosert B. THomas, D.O., CHAIRMAN.........- Huntington, W. Va. 
W. Don Craske, D.O Chicago 


Subscription Ten dollars a year in advance 


EDITORIALS 


No. 10 


Vol. 55 June, 1956 


WHEN YOU GO TO THE CONVENTION! 


One unusual experience awaits the A.O.A. con- 
vention visitor to New York City—a visit to the Osteo- 
pathic Hospital and Clinic, unusual because the institu- 
tion is not one, but two! Again it is unusual because 
decades ago, decades that reach back within the cen- 
tury’s first, men dreamed dreams and saw visions: 
there were Riley, Wanless, Whitcomb, Fleck, Green, 
and Thomas Thorburn, to name but six of the many, 
some of whom have been taken and some of whom 
remain to rejoice in two buildings of stone and steel 
and bricks and mortar. 

The two units of the Osteopathic Hospital and 
Clinic of New York City—the one, the LeRoy Hos- 
pital, the inpatient division at 40 East 61st Street, and 
the other, the Osteopathic Clinic, the outpatient division 
at 205 East 20th Street—are much more than two excel- 
lent structures in a city crowded with the greatest build- 
ings of the earth. They constitute a vital and living 
project in which men live again, and one nurtured and 
developed to grow greater month by month through the 
continuing efforts of a hundred or more osteopathic 
physicians who work in either or both units. And this 
is not to mention the devotion of many laymen, without 
whom they would have failed in earlier years. Doctors 
and laymen alike resolve that this accomplishment is 
but the earnest of a day to come when the osteopathic 
approach to the problems of health and disease shall 
be made much more widely available in this most amaz- 
ing city of all time. 

When the LeRoy Sanitarium was reopened as a 
unit of the Osteopathic Hospital and Clinic of New 
York City in the spring of 1954 it was pointed out 
editorially in THe JouRNAL that the opening of the 
first osteopathic hospital in New York State was much 
more than a matter for state and regional pride—no 
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longer was a world center and the hub of Western 
civilization to be without total osteopathic care. After 
2 years of increasingly successful operation, the truth 
of the statement is manifest. And it is more true be- 
cause LeRoy has not lessened the operation of the East 
20th Street Clinic where thousands of patients have 
received diagnostic study and health care of such type 
and character as is available at no other institution in 
greater New York, no matter how vast the place nor 
how extensive the facilities. 

The New York osteopathic profession grew slowly 
but it grew strong. It crawled before it stood upright, 
and it walked before it attempted to fly. And its first 
step was taken in 1914 when the original Osteopathic 
Clinic of New York City was granted a license by the 
State Board of Charities in spite of medical opposition. 
The second step came in 1927 with the construction of 
a new three-story building to house the Clinic at 205 
East 20th Street, its present location. This excellent 
building and the service rendered there were no flash in 
the pan. The third step was the acquisition of the Le- 
Roy Hospital. These distinctive organizations are de- 
scribed in greater detail in the June Forum, as is the 
unusual 50-year-old legislative battle leading to full li- 
censure in New York State in 1946. 

It may seem strange that THE JoURNAL and THE 
Forum should again lay so much emphasis upon the 
importance nationally of what functionally are not only 
regional but, indeed, local institutions. After all, osteo- 
pathic hospitals are no longer news in the United States. 
Their number is increasing so rapidly that a million 
dollar project has become almost commonplace except 
to the area that it serves. Redevelopment of older hos- 
pitals and doubling of facilities are such frequent hap- 
penings that THe Forum has lost the race in its attempt 
to give the profession full reporting on osteopathic in- 
stitutional growth. But the project of the Osteopathic 
Society of the City of New York is much more than a 
local, district, or state affair. It is not what meets the 
eye that counts; it is a reach that exceeds the grasp, 
the reach that extends beyond the things of self, beyond 
the needs and desires of groups of men, to encompass 
a totality of achievement representative of the finest 
hopes of all men. 

The accomplishments of the Osteopathic Hospital 
and Clinic of New York representing a 42-year fruition 
are nationally noteworthy, but more than noteworthy is 
the potentiality inherent in the fact, and part and parcel 
of a dream unfinished. For what has been done in New 
York City is but the beginning. The seed planted so 
many years ago has proved viable, and its development 
and growth are oak-like in character. 

The significance of the two units of the New York 
Hospital and Clinic as now developed lies in its pos- 
sibility as an initiating force resulting in an osteopathic 
graduate center in New York City. There is no place 
in the modern world so richly fertile for graduate edu- 
cation of this profession. While such education should 
be eminently practical with unlimited opportunities for 
professional study in the field of general practice and 
specialty advancement, it could be much more. 

The future development of the osteopathic profes- 
sion must be not only in breadth, but in depth; it must 
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concern itself not only with the development of medical 
skills and technics but with these seen in dissent to 
their limited objectives, stupendous as have been their 
achievements. Graduate study in osteopathic medicine 
must be able to bring to its students an awareness of 
the nature of osteopathic medicine presented in contra- 
distinction to the nature of modern medicine. No group 
is better able to make this contribution than the con- 
tinuing osteopathic membership of New York City and 
its environs. 

Such a graduate center should afford peculiar ad- 
vantages to leaders of the osteopathic movement apart 
from the questions of purely technical skills. Osteo- 
pathic educators, administrators, and organizational 
leaders in this world educational center would be ex- 
posed to a grounding in leadership that will make for 
medical statesmanship—an exposure to a wide spectrum 
of leaders apart from those strictly professional. The 
osteopathic movement in medicine would have no truck 
with a policy that has long characterized medicine—one 
of smug isolationism, monopolistic practices, and a 
sense of infallibility. Graduate education in osteopathy 
would thereby not only be assured additional opportuni- 
ties for scientific and professional development, it 
could assure an experience in scholarly training which 
would place leaders in the profession in the vanguard 
of the health movement. 

These are some of the basic reasons why many 
convention guests should acquaint themselves with the 
long-nurtured project of the Osteopathic Society of the 
City of New York and its achievements. Osteopathic 
history is being made there. There is no section or 
sector of our profession that would not benefit from the 
experience of a visit to these institutions. It will be an 
inspiration leading to the visitors’ greater growth, and 
ari experience in itself that will make a convention trip 
a worthy one. 

THE JOURNAL but emphasizes the invitation of the 
Local Executive Committee of the Osteopathic Society 
of the City of New York—“We welcome you and your 
family to visit with us for we believe the experience 
will be for the benefit of all concerned.” 


A PART OF THE PICTURE 


In addition to the Osteopathic Hospital and Clinic 
of New York there is a third osteopathic institution in 
New York City that cannot be visited by the 60th An- 
nual Convention-goer but which should be known to 
him as well as to the doctor who stays at home. The 
institution cannot be visited for the simple reason that 
it is housed in no building, although as an organization 
it is an outcropping of the spirit which has vitalized 
the New York City profession from its beginning. And 
it is one of the forces which will help to transform 
osteopathy in the East into a national factor in the pro- 
fession’s continuing growth and development. This 
“body” is The Foundation for Research of the New 
York Academy of Osteopathy. Organized in 1952, the 
Foundation stems directly from the New York Acad- 
emy of Osteopathy, which, of course, is a constituent 
body of the national Academy of Applied Osteopathy. 


EDITORIALS 


Journal, A.O.A. 

June, 1956 
What is the purpose of this body? Its charter, 
granted by the state of New York, states clearly that 
the Foundation was organized “exclusively for char- 
itable, scientific, and educational purposes.” It pro- 
poses to direct itself toward furthering knowledge of 
the osteopathic movement and the application of such 
knowledge. A study of its activities for the last 4 years 
reveals that it has done just that thing, carefully, con- 
siderately, conservatively, neither showing any sense of 
provincialism nor directing its efforts purely locally. 
The Foundation for Research is a geographically cen- 
tered body but its direction is profession-wide. 

Does the Foundation merely represent the 
latest of the several osteopathic research promotion 
groups which have come and gone through the years, 
having served for a brief period a useful but sharply 
limited purpose? The fact that this seemingly realistic 
and practical question has been asked actually denotes 
a lack of realism! Too many members of the osteo- 
pathic profession do not know that osteopathy is com- 
ing of age, and too few are acquainted with the breadth 
within which it moves today. The Foundation repre- 
sents a maturity which too many doctors are unaware 
that the osteopathic movement possesses. 

A year and a half after the Foundation’s incor- 
poration THE JOURNAL reported editorially on it at 
some length (Of Profession-Wide Significance, De- 
cember, 1953). A report of the First Research Con- 
ference held under its auspices was made a matter of 
record in May, 1954 (JourNat editorial, Men and 
Events). In April, 1955, the concluding editorial on the 
Cole thesis on research and education in osteopathy set 
forth the Foundation’s possible role in research and 
education in osteopathic medicine today. 

The place of The Foundation for Research can be 
best understood if it is seen as growing out of the 
dream and vision of the New York City profession for 
a half century. It is another way station toward goals 
that have but begun to be realized and objectives only 
now being clearly seen. 

In December, 1953; THe JourRNAL emphasized 
that “The Foundation was born out of realism” and 
that it had come into existence “in frank recognition 
that the furtherance of osteopathy through education 
and research requires large funds.” And more spe- 
cifically : 

The New York City area geographically is a center of 
fund-raising potentiality and activity. Organized esteopathy 
needs the advice and help of local representatives in the area 
who are intimately acquainted with existing possibilities there 
and the methods of their development. It is not enough in this 
day of countless legitimate calls upon finance that a project 
is worth while and should have support—it is vital that the 
technics of project presentation be correct. If the approach is 
not right the project itself will not get a hearing. Although 
fund raising from private sources has become an almost scien- 
tifically analytical procedure, an opportunity to gain the neces- 
sary hearing is brought about most often by personal approach, 
backed by the integrity and selfless high aims of known indi- 
viduals. Modern accomplishment is based upon law and order, 
but its springs of action remain concealed within human appeal. 

What is the make-up of The Foundation for Re- 
search? The Foundation is made up of three groups 
of members: General members, fifteen in number, who 
are leaders in one field or another ; ex officio members, 
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who are the President of the American Osteopathic 
Association, and the presidents of the Academy of Ap- 
plied Osteopathy, Eastern Osteopathic Association, 
New York State Osteopathic Society, Osteopathic So- 
ciety of the City of New York, and New York Acad- 
emy of Osteopathy ; and Fellows, not more than twenty 
in number, who are elected from the membership of 
the New York Academy of Applied Osteopathy. Man- 
agement of its affairs is in the hands of a Board of 
Directors of nine members. The president currently is 
Dr. W. Kenneth Riland, the vice-president is Dr. J. 
Marshall Hoag, and the treasurer is Mr. Maxwell H. 
Tretter. The officials are residents of New York City 
and its environs and, with the exception of Mr. Tretter, 
are practicing osteopathic physicians. 

In what way is The Foundation for Research an 
integral part of New York City osteopathy, since it 
relates its purposes to the entire osteopathic movement? 
Actually, the Foundation stands in a strongly reciprocal 
relationship. Many of its leaders are closely identified 
with the total project of the Osteopathic Hospital and 
Clinic of New York City. Many of these same leaders 
found their inspiration in the splendid men, living and 
dead, who were the genesis of the profession’s achieve- 
ment thus far in New York City. In the preceding 
editorial these achievements were referred to as “the 
dream unfinished.” Also referred to was the long-held 
hope that the Osteopathic Hospital and Clinic might 
find its next fruition in a graduate center located in 
New York City. 

It seems inevitable that The Foundation for Re- 
search will find as one of the tasks the inspiration 
it can give and the aid it can render to the Osteopathic 
Society of the City of New York, the Osteopathic Hos- 
pital and Clinic, the profession of New York State, and 
the New York Academy of Applied Osteopathy (its 
sponsoring body). The half-century history of osteop- 
athy in Greater New York in itself is a miracle of sus- 
tained purpose crowned by tangible victories. It cannot 
be defeated now. But any estimate of its future must 
take into account the part to be played by this latest 
group to grow out of soil long proved fertile. 

The Foundation for Research, even though it pos- 
sesses no buildings and cannot be visited, is bound to 
loom large in the further growth of the osteopathic 
movement in New York City. In turn, osteopathy there 
seems destined to contribute much to the movement 
nationally. The New York City group has already 
taught us the most difficult lesson—the worth of strug- 
gling together! 


PHYSICAL MEDICINE AND REHABILITATION 

A group of significant papers presented in this is- 
sue of THe JouRNAL was made available by the 
American Osteopathic College of Physical Medicine 
and Rehabilitation, one of the more recently formed 
affiliate bodies of the American Osteopathic Association. 

As yet, membership of the College is small and 
osteopathic physicians certified by the examining and 
certifying agency of the specialty, the American Osteo- 
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pathic Board of Physical Medicine and Rehabilitation, 
are few. But, limited though this specialty is in its 
early period of development in the osteopathic profes- 
sion by the small number of doctors qualified to speak 
for its purposes and lead others toward the achievement 
of its goals, it possesses a tremendous potential for 
revitalizing the osteopathic movement and reorienting 
other sectors, especially that which relates to manipula- 
tive care. 

Certain of the leaders of the College of Physical 
Medicine and Rehabilitation are also responsible for 
the specialty training program in the field—one almost 
unknown in any detail among members of our profes- 
sion. The attention of our readers, especially our in- 
terns and college students, is called to two of the papers 
referred to above, one, “The Role of the Specialist in 
Physical Medicine and Rehabilitation in the Practice of 
Osteopathic Medicine Today,” by Dr. William W. W. 
Pritchard, chairman of the specialty board, and the 
other, “Physical Medicine and Rehabilitation As a Spe- 
cialty,” by Dr. J. M. Andrews, professor and executive, 
Department of Physical Medicine, College of Osteo- 
pathic Physicians and Surgeons. These papers set forth 
the place of physical medicine and rehabilitation in the 
osteopathic movement today—not in some fancied 
golden age of an osteopathic past or in a medical or 
osteopathic Utopia of tomorrow. 


The other papers in this group, those of C. R. 
Starks, D.O., Laurence E. Morehouse, Ph.D., and 
Philip J. Rasch, M.Ed., present other pertinent aspects 
of physical medicine and rehabilitation. This whole 
question is a timely one and directly related to many of 
the problems of present-day osteopathic medicine as 
they arise within the total structure of medicine. 


There are several very practical and definite trends 
that can be discerned in physical medicine, relating not 
to its nature but to its further implementation, only 
getting under way in the profession of medicine, and 
scarcely introduced in the osteopathic profession. One 
relates to the possibility that the state bodies charged 
with licensing hospitals may, in the not too distant 
future, make it mandatory that larger institutions be 
built with space for a department or service of physical 
medicine and rehabilitation. The other trend is the 
manifest activity of the Federal Government in for- 
warding the development of this field of medicine, es- 
pecially as a responsibility of the Office of Vocational 
Rehabilitation. Doubtless grants would be available to 
osteopathic colleges and to osteopathic hospitals that are 
prepared to meet the proper standards. This is a matter 
for the future, but it is not one moment too soon for the 
osteopathic profession to make available, much more 
widely, facilities for training its physicians in physical 
medicine and rehabilitation. The need and the demand 
for properly qualified men seem destined to come upon 
us within the next 5 years—let us say—as a flood! Only 
by planning and foresight will we be prepared to meet it. 

Just now the osteopathic profession offers training 
in this field in but two places: 1. The Rehabilitation 
Center at the College of Osteopathic Physicians and 
Surgeons offers a 3-year fellowship in physical medi- 
cine and rehabilitation meeting the requirements to take 
the examination for certification. It also offers fellow- 
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ships for those who have practice or experience credit 
of 1 to 2 years. 2. The Los Angeles County Osteo- 
pathic Hospital offers a 3-year residency meeting the 
requirements to take the examination for certification. 

The entire question of the relationship of physical 
medicine and rehabilitation was explored editorially in 
considerable detail by THE JouRNAL in the June, 1955, 
issue. The matter was discussed from the standpoint 
of its proponents and opponents within the profession ; 
in the light of the questions that are being asked or 
implied by doctors of osteopathy about the relationship 
of the field to osteopathy; and, finally, in connection 
with the fresh insights and new goals that physical 
medicine and rehabilitation can supply to the osteopathic 
movement. THE JOURNAL emphasized then that: 

The time has come for the proponents of physical medicine 
and rehabilitation within osteopathy to explore all the methods 
of communication by which they can inform and educate osteo- 
pathic physicians concerning the startling relevancy of their 
program to this profession. The program has already demon- 
strated its worth in widening the appreciation of many osteo- 
pathic students to a structural approach to health problems as 
well as to the effectiveness of osteopathic manipulative therapy. 

The osteopathic movement in many of its sectors 
has begun to be restated and reidentified for itself and 
for other groups within the meaaing and language of 
the midcentury as a movement within the totality of 
medicine. Physical medicine and rehabilitation—as it 
is organized both within the osteopathe profession and 
as it is much less broadly conceived within the medical 
profession—represent one phase of the movement’s 
continuing challenge to fulfill its destined purpose. 


THE HOSPITAL SUPPLEMENT 

Readers of THE JourNAL will welcome the addi- 
tion of the Hospital Supplement to its series of supple- 
ments, which actually are annual sections set apart for 
publication of papers from various osteopathic specialty 
groups. Supplements, for the most part, are made up 
of papers presented at the annual conventions of par- 
ticular groups, and this is true of this first American 
Osteopathic Hospital Association Supplement—with 
but one exception the papers included were presented 
at the meeting held in Washington, D.C., October 31 
to November 2, 1955. 

THE JOURNAL is proud to present this Supplement 
for the information and benefit of the members of the 
American Osteopathic Association—as well as to give 
the articles wide circulation which this periodical af- 
fords, going as it does to many persons and places 
totally outside osteopathic boundaries. It should be but 
the first of a series of hospital supplements, growing 
larger from year to year and richer in content. 

A strong national service organization for osteo- 
pathic hospitals is a natural and logical development in 
a profession in which institutional osteopathy not only 
plays an important part today, but in which hospital 
facilities were made available to the profession almost 
from its beginning. The fact is too little known that 
the first osteopathic hospital was established in Kirks- 
ville, Missouri, in 1895. An initial group of persons 
trained as doctors of osteopathy under a preceptorship 
by Dr. Still were named as such in 1892 and the first 
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school of osteopathy was founded in that same year. 
The first college hospital was opened in 1905, actually 
as a direct continuation of the 1895 institution. Sig- 
nificantly the hospital’s training school for nurses was 
recognized by the Missouri State Nursing Board in 
1906. 

Four hundred osteopathic hospitals is no sporadic 
happening; a banding together of more than half of 
the osteopathic institutions—it would be so much to 
their interest and to the profession’s welfare if all were 
members—is not a happenstance! There is no other 
way in which osteopathic hospitals can get so much 
help with their everyday problems, nor inspiration 
toward a larger service, than through active participa- 
tion in the program of the American Osteopathic Hos- 
pital Association. 

There is one point about which there remains 
some misunderstanding: that is the relationship of the 
Hospital Association and the Bureau of Hospitals of 
the American Osteopathic Association. It is quite im- 
portant that their purposes should be clearly understood 
as completely different and their functions entirely 
separate, the one body in no sense covering the work 
of the other. 

Without the A.O.A. Bureau of Hospitals there 
could be no osteopathic hospitals recognized and ap- 
proved as official institutions of the profession. Nor 
would the profession have intern and resident training 
programs as integral parts of osteopathic education— 
actually, the profession’s training program grows out 
of the primary duty of the Bureau, which is the inspec- 
tion and evaluation of osteopathic hospitals as teaching 
institutions. As organized osteopathy is now consti- 
tuted, it would be impossible for the Hospital Associa- 
tion to assume this responsibility. As a matter of fact, 
programs of the two bodies are at two opposite poles, 
and yet the best interests of hospitals demand that the 
Bureau and the Hospital Association go along closely 
together. And that they do, in complete understanding 
and accord. But neither can render its distinctive serv- 
ices to the fullest if there is lack of understanding of 
the absolute necessity of the one and the tremendous 
helpfulness of the other in promoting the best possible 
medical, surgical, and hospital service that can be ob- 
tained in any given community. 

Confusion has arisen in relation to the Registry 
of Hospitals published by the American Osteopathic 
Association and the Directory of the American Osteo- 
pathic Hospital Association. The Registry is revised 
each July to include only those hospitals certified by 
the A.O.A. for the given year. It is the official source 
of: (1) Hospitals Approved for the Training of In- 
terns, (2) Hospitals Approved for the Training of 
Residents, and (3) hospitals meeting such A.O.A. 
Bureau standards as entitle them to be listed as Reg- 
istered Osteopathic Hospitals. The A.O.H.A. Directory 
contains the authentic list of its member hospitals plus 
other pertinent and valuable information. Its useful- 


ness is increased by reprinting from the A.O.A. Regis- 
try the official listings referred to above. 

The limitations of editorial space forbid a resume 
here of what it means to belong to the American Osteo- 
pathic Hospital Association. The organization’s 1956 
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Directory itemized its tangible membership worth with 
becoming modesty in two and one-half pages but with 
confident pride. It should be read by all who are in 
administrative positions in osteopathic hospitals. The 
final word of the statement epitomizes so accurately 
what it means to belong to the Association that it is 
repeated here: AQHA membership doesn’t cost—it 
PAYS.” 
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The Editors of Tut JourNAL hope that many of 
its readers join them in congratulating the Hospital As- 
sociation and its officers on this first issue. The presi- 
dent is Mrs. Alixe P. Nuzum of Des Moines General 
Hospital; the executive secretary is Mr. Robert P. 
Chapman, 604 Kahl Building, 326 East Third Street, 
Davenport, Iowa. Mr. Chapman is also the editor of 
the current supplement. 


Notes and Comments 


Surgeon General.— 

Dr. Leonard A. Scheele began his third term as 
Surgeon General of the United States Public Health 
Service on April 16. Surgeon General since 1948, he 
has spent his entire professional career in the Public 
Health Service, which he entered in 1934. After 2 
years in the quarantine service, he was assigned to the 
National Cancer Institute and became a member of its 
staff in 1939, His cancer control activities were inter- 
rupted during World War II when he was assigned 
on detail to other government agencies. When he re- 
turned to Public Health Service duties in 1945, he was 
named Assistant Director of the National Cancer Insti- 
tute. In 1947 he became Director of the Institute and 
served in that capacity until he became Surgeon Gen- 
eral. He is the seventh person to hold his office since 
it was created in 1870. 

* * * 


Inflammation and Invasiveness.— 

The invasiveness of a micro-organism is largely 
related inversely to the extent of local injury and reac- 
tion it causes, according to Valy Menkin, writing in 
Science for March 30, 1956. Thus, according to Dr. 
Menkin, who is head of the Agnes Barr Chase Founda- 
tion Research at the Temple University School of 
Medicine, staphylococcic infections are more often lo- 
calized and held in check precisely because they cause 
severe local injury when they enter the body through a 
wound or other portal, with the result that the body 
reacts more vigorously to them. This reaction, which 
takes the form of inflammation, occludes the lymphatic 
vessels and incites an immediate leukocytic response, ef- 
fectively walling off and isolating the infection so that 
the body can deal with it before it becomes widespread. 
Streptococci, on the other hand, are more dangerous to 
the body as a whole simply because it does not react so 
vigorously to their early invasion, allowing them to 
spread unhindered. 

* * * 

Fluoridation.— 


Fluoride metabolism and its significance in relation 
to water fluoridation are discussed in a paper which 
was presented at the New York Institute of Clinical 
Oral Pathology and published in the Journal of the 
American Dental Association for March, 1956. The 
author, Harold C. Hodge, Ph.D., of the University of 
Rochester School of Medicine and Dentistry, notes that 
fluoride is rapidly excreted from the body by the kid- 


neys or, to some extent, stored by the bones and teeth, 
and is not cumulative in the blood or soft tissues. In 
the bones, the fluoride ion is normally found to some 
extent in any case, and there is no evidence that the 
small increase found when people drink fluoridated 
water is harmful in any way. Dr. Hodge also empha- 
sizes that concentrations used in standard fluoridation 
of water supplies cannot produce acute fluoride poison- 
ing, crippling fluorosis, or osteosclerosis, and is even 
very unlikely to produce mottled enamel in the teeth, 
the most common problem seen with excessive intake 
of fluoride. While it is often charged by opponents of 
fluoridation that its use in drinking water increases the 
incidence of cancer or diseases of the heart, thyroid, or 
kidney, all available evidence indicates that there is 
absolutely no basis for this contention. During the 
July, 1955, meeting of the A.O.A. House of Delegates it 
moved the adoption of a recommendation of the Board 
of Trustees that the American Osteopathic Association 
go on record as favoring the fluoridation of fluoride- 
deficient public water supplies where the program is 
scientifically controlled by competent health authorities. 
* * * 

In Briefer Form.— 

Recent research at the University of California’s 
College of Dentistry at San Francisco indicates that 
deficiencies of pantothenic acid and nicotinamide may 
play a role in the development of pyorrhea, now as- 
cribed primarily or solely to local irritants, such as 
tartar on the teeth. . . . Eleven grants were made re- 
cently by the U. S. Public Health Service to enable hos- 
pitals, health agencies, and community groups to con- 
duct research into ways of improving hospital services, 
according to a recent announcement by Surgeon Gen- 
eral Leonard A. Scheele. . . . Soviet surgeons are re- 
ported to have developed quick, effective, sutureless 
anastamosis for blood vessels. Dr. Morton I. Berson, 
a surgeon who has just returned from a world lecture 
tour sponsored by the World Medical Association, de- 
scribed the procedure as “. . . one of the most fan- 
tastic things I’ve ever seen...” and said he was greatly 
impressed by its effectiveness and simplicity. .. . The 
Deutsche medizinische Wochenschrift, a leading Ger- 
man medical journal, is now available in a monthly 
English language edition under the title German Medi- 
cal Monthly. The English edition will carry the most 
important articles from Deutsche medizinische IV ochen- 
schrift as well as other features from German medical 
clinics and research institutes. 
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PATHOLOGIC MANIFESTATIONS OF THE 
ARTERIOSCLEROTIC STATE—ARENDS 
(Continued from page 636) 

Microscopically, interstitial fibrosis with round cell in- 
filtration is present. Many fibrotic and atrophic glo- 
meruli are contained in these scars as well as scattered 
about. The major branches and arcuate arteries show 

sclerosis."* 

Benign nephrosclerosis is the arteriolosclerotic 
state of the kidney seen in hypertension. The kidney 
varies in size, depending on the severity and duration 
of the disease. Fairly early in the disease, the kidneys 
show a fine granularity and usually have a blue-red 
hue. The size of the kidney is normal and the capsule 
strips fairly readily. Microscopically the arcuate, sub- 
arcuate, and interlobular arteries show elastic hyperpla- 
sia. The afferent arterioles show hyaline thickening, 
and the glomeruli show collagenous thickening of the 
basement membrane of the glomerular capillaries. Pro- 
gression of these changes results in a small contracted 
kidney moderately pitted and scarred in some instances. 

CAUSES OF DEATH 

Clinically, then, hypertension and arteriosclerosis 
in combination show several pathologic types.’* One is 
the myocardial type characterized by left ventricular 
hypertrophy. These patients usually die in a state of 
congestive heart failure when cardiac reserve is ex- 
hausted. The second type is the cerebral type in which 
spasm of cerebral vessels is the most prominent fea- 
ture. Individuals with this type usually die of hemor- 
rhage and infarction. The third type, or coronary type, 
is one in which there is much overlapping of athero- 
sclerosis and arteriosclerosis. Death occurs on the basis 
of occlusion or thrombosis. A renal insufficiency type 
is that group in which sufficient numbers of glomeruli 
and tubules have been destroyed so that retention of 
catabolites results in chronic uremia with ultimate 
death. 

Necrotizing arteriolitis, as seen in malignant hyper- 
tension, is believed by some to be a separate type of 
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disease.” Others feel it is an accelerated process oc- 
curring in individuals with benign hypertension.* The 
kidney is the unshrunken type of benign nephrosclero- 
sis, but shows, in addition to the cortical granularity, 
punctate hemorrhages. Microscopically, fibrinoid ne- 
crosis is seen in the arteriolar walls accompanied by 
hemorrhage into the walls. Intimal fibrosis and throm- 
bosis are seen. The fibrinoid necrosis in the afferent 
arterioles may extend to the glomerular capillaries. 
Other small vessels may be thrombosed. Glomerulitis 
with formation of epithelial crescents can be found. 
Afferent arteries may show intimal fibrosis in other 
areas. Hemorrhage into the stroma accounts for the 
gross change. 

The retinal arteries and retina itself reflect some- 
what the renal arteriolar changes. Diffuse and marked 
constriction occurs with swelling of the optic nerve 
head that resembles papilledema. Edema of the disk 
and retina are accompanied by numerous superficial 
hemorrhages and cotton-wool exudates scattered about 
the fundus and with a star-shaped figure in the macula. 
These changes may be superimposed upon those of be- 
nign hypertension. 

Clinical manifestations fall into two groups. The 
first group is characteristically one in which fulminant 
renal failure occurs. Acute uremia, therefore, occurs 
with typical symptoms. The second group is one in 
which cardiac reserve is rapidly exhausted. Congestive 
heart failure is, thus, again seen as a terminal manifes- 
tation of arteriolar sclerosis. 

SUMMARY 


Arteriosclerosis has been briefly classified and de- 
fined as to types. The major pathologic changes, both 
of a microscopic and gross nature, have been briefly 
described. Complications of arteriosclerosis of a patho- 
logic and anatomic nature have been mentioned. Find- 
ings resulting in or producing death have been sum- 
marily reviewed. 
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Article II—Membership 
(The following proposed amendment is published at the re- 


quest of the Chairman of the Bureau of Professional Develop- 
ment and would provide for junior membership in the 
Association.) 

Amend Article II by adding a new Section 6 to read as 
follows: 

Junior membership status may be granted to any under- 
graduate student in an approved college of osteepathy, upon 
endorsement of his application by the president of the college, 
or to any graduate of an approved college of osteopathy who 
must show evidence of an approved internship before receiving 


Proposed Amendment to the Bylaws of the American Osteopathic Association 
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Executive Secretary 


his diploma. The application of such graduate shall be endorsed 
by the governing body of the hospital in which he is pursuing 
his internship. 

Junior members shall pay annual dues in an amount to be 
set by the Board of Trustees, but such dues shall not be more 
than five dollars ($5.00), payable in advance to the Treasurer 
on or before June 1, the beginning of the fiscal year. 

Each Junior member shall receive such publications and 
other literature as may be directed by the Board cf Trustees 
or the House of Delegates. 

Junior members shall not be eligible to hold office or to 
vote in the affairs of the American Osteopathic Association. 
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THE LIABILITY OF A HOSPITAL FOR ACTS OF ITS STAFF 

It is frequently stated to be the law that a hospital has a 
legal and moral obligation toward its patients requiring the 
hospital to insure that the members of its professional staff are 
competent and ethically sound and that the staff must provide 
care in accordance with accepted and established practice. A 
hospital because it cannot legally engage in the practice of 
medicine is not generally liable for the negligence of physicians 
on its staff unless such physicians are employed by the hospital 
or are acting as its agents. It is presumed that a hospital will 
exercise due or reasonable care in appointing physicians to the 
staff, and the exercise of such care is ordinarily sufficient to 
prevent any liability attaching to the hospital because of the 
physician’s medical acts. 

The legal text, Law of Hospital, Physician and Patient, 
states the rule to be, at p. 89: 

The hospital impliedly represents to its patients that its physicians. 
nurses and attendants possess the requisite degree of learning, skill and 
ability for the practice of their profession. No liability ordinarily will 
attach to the hospital for negligent treatment by a physician which re- 
sults in injury to the patient, unless it can be estab'ished that the authori- 
ties knew or ought to have known of his incompetence or had failed to 
use “due care in selection.” 

Appellate decisions in two cases support these legal princi- 
ples. In Byrd v. Marion General Hospital, 162 S.E. 738 (1932), 
a North Carolina case widely cited, the court ruled that the 
principles affecting the legal liability of a hospital are: 

Ordinarily, when a hospital like the present one undertakes to treat 
a patient without a special arrangement or agreement, its engagement 
implies three things: (1) thit its physicians, nurses, and attendants pos- 
sess the requisite degree of learning, skill, and ability necessary to the 
practice of their profession, and which others similarly situated ordi- 
narily possess; (2) that its physicians, nurses, and attendants will exer- 
cise reasonable and ordinary care and diligence in the use of their skill 
and in the application of their knowledge to the patient’s case; and (3) 
that its physicians, nurses, and attendants will exert their best judgment 
in the treatment and care of the case. 

These three principles are ones which have received gen- 
eral acceptance by courts. They may be said to constitute the 
common law applicable to hospitals and you will note are not 
dissimilar to those principles applicable to physicians in their 
own practices. In Roewekamp v. New York Post-Graduate 
Medical School, 27 N.E. 2d 442 (1940), a verdict for a plaintiff 


against a charitable hospital because of the negligent care pro- 
vided by a staff physician was set aside because the “plaintiff 
failed to establish that at the time defendant assigned the doctor 
to perform the operation it knew or ought to have known he 
was incompetent.” If the patient had proven that the hospital 
knew or ought to have known that the staff physician was in- 
competent the hospital would have been liable for that physi- 
cian’s negligence. 

In 41 C.J.S. Hospitals, Section 8(2), the law is stated to be 
that : 

In some jurisdictions it is held thot a private hospital owes to a 
patient the duty of exercising re*sonable care in the selection of its 
professional staff, and, if it exe-cises such care, it is not liable for 
the professional acts of its staff under the doctrine of respondent su- 
perior. In other jurisdictions, a hospital may be liable for the negligent 
acts of its professional staff even while they are acting in their profes- 
sional capacity. 


Another statement frequently made is that a hospital is 
liable for “hospital” care, but not “professional” care. Appar- 
ently, even in those jurisdictions which restrict the liability of 
a hospital to acts pertaining to “hospital care” the exercise of 
due care in the selection of the physicians on the staff is classi- 
fied as a duty of the hospital and a responsibility which it alone 
can exercise. 

In many states it is the law or has been the law that a 
charitable hospital is not liable for the negligence of its em- 
ployees. Courts are continually chipping away at this principle 
of immunity from liability of charitable hospitals. Some courts 
have been influenced in restricting this principle of liability by 
such facts as whether the patient-plaintiff was paying for the 
hospital services or whether the hospital was insured. A con- 
siderable number of courts have held the principle to be obsolete 
under modern conditions and have held the rule no longer ap- 
plicable to charitable hospitals in their states. An excellent 
review of the issues and authorities pertaining to this rule of 
law may be found in Pierce v. Yakima Valley Memorial Hos- 
pital Association, 43 Wash. 2d 162, 260 P. 2d 765 (1953) where- 
in the Supreme Court of Washington imposed liability on a 
charitable hospital despite the fact that in similar cases in 1913, 
1918, 1939, 1940 and 1943 such liability on the part of a charita- 
ble hospital had been denied. In no state can it be said, there- 
fore, that the mere presence of current opinions upholding the 
rule can give assurance that the courts will follow the rule 
in the future when other cases of the same type come before 
them. 
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“DISABILITY FREEZE” 

The osteopathic physician may sometimes be asked by his 
patients to complete a medical report in connection with the 
“disability freeze.” Some knowledge of what the “freeze” is 
and the information he can furnish about the disability of his 
patient should prove helpful. 

Briefly, the “disability freeze” is a provision of the Social 
Security Act enacted in 1954 to permit the accumulated Social 
Security credits of a disabled individual to be preserved intact 
throughout the period of his disability. The provision was de- 
signed for individuals who were severely disabled by reason 
of a physical or mental impairment which rendered them un- 
able to engage in substantial gainful employment. It was fur- 
ther restricted, from the point of view of severity, to those 
whose impairment would be permanent or prolonged, where 
the possibility of recovery or significant lessening of the dis- 
abling effects could not be foreseen. For this group whose 
previously acquired Social Security protection would be ad- 
versely affected without a “freeze” of their present credits, 
this new provision of law has much significance. 

Of equal significance is the provision that all disabled 
individuals who inquire about or apply for this “freeze” pro- 


Washington 


tection will be informed about the rehabilitation services avail- 
able through the state rehabilitation agency and will be re- 
ferred to these agencies. The state rehabilitation agency will, 
in most cases, be responsible for developing necessary medical 
evidence and for determining the applicant’s disability, under 
an agreement with the Federal Government. They will, at 
the same time, be able to give consideration to his possible 
rehabilitation. For many disabled individuals, whose work 
capacity can be partially or fully restored by such rehabilita- 
tion services, this feature of the “freeze” program will be of 
great importance. 

The applicant for this “freeze” action bears the main re- 
sponsibility for securing the medical evidence needed to estab- 
lish whether his disability meets the requirements of the law. 
The applicant will, in most instances, request this information 
from practicing physicians who are treating him or have 
treated him in the past. 


Shown below is a facsimile of the Medical Report which 
is furnished to the applicant for a “freeze.” It was designed 
primarily as a guide to the physician to show the nature and 
extent of clinical detail that should be reported so that a medi- 
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cally sound determination of disability can be made. 

In Items 2 and 5 the physician should furnish informa- 
tion about the onset of the impairment, the time when it 
became so disabling as to prevent work, and a history of the 
medical treatment received by the applicant. 

Items 3 and 4 ask for the diagnosis of the impairment 
and for the related objective clinical findings and subjective 
symptoms which the physician has determined by actual ex- 
amination. Without a knowledge of the clinical findings which 
lead to the diagnosis, a sound decision as to the severity of 
the condition cannot be reached. For example, where a phy- 
sician gives a diagnosis of hypertensive heart disease, but does 
not provide the clinical findings in such a case, those who are 
responsible for making the determination would be unable to 
assess the degree of impairment. A considerable range of more 
or less disabling effects will always accompany this condition, 
and it is these factors which will determine the extent of im- 
pairment. The degree of dyspnea, the extent of renal involve- 
ment, et cetera, are all vital considerations in this decision. 
As a further example, a diagnosis of rheumatoid arthritis 
presents the same problem; without a good picture of the 
extent of impairment, based on a thorough clinical description, 
a decision as to the severity of the patient’s impairment cannot 
be made. Every effort should be made, therefore, to furnish 
a complete clinical description in these items. 

Item 6 requests the physician to supply information relat- 
ing to the expectation for recovery, improvement, or de- 
terioration in the disabling effects of the patient’s impairment. 
The physician’s medical judgment as to the permanence of the 
disability and his advice to the patient about whether or not 
to work are sought. Although the physician is not asked to 
decide whether the applicant is or is not totally disabled, his 
own estimate of the future course of the disabling condition 
can be valuable in the reviewing physician’s medical assess- 
ment. 

In Item 7 the physician can add specific findings to the 
evidence provided in Items 3 and 4 in four categories of im- 
pairments which constitute about 68 per cent of all impairments 
alleged by applicants for the “freeze.” Full answers to Items 
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MEDICAL REPORT 
NOTICE TO PHYSICIAN: The applicant is responsible for securing the information requested without expense to the 
Government. You may use this form or your own letterhead, if you prefer. Please make your report complete enough to 
enable a reviewing physician to determine the nature and severity of impairment. 


(Name) (Date of birth) Security Number) 


1, PHYSICAL MEASUREMENTS 
Give applicant's height and weight at last visit . . inches ee —_ 

2. HISTORY 
(a) When did present illness or injury occur? . . 
(6) Date applicant became unable to work. . . . 
(ec) Is there a previous history of this illness? 


3. PRESENT CONDITION (ALL MAJOR IMPAIR- 
MENTS) 
(a) Subjective symptoms ......... 


(b) Objective findings 
Give report of X-rays, EKG's, laboratory or 
other diagnostic tests, with dates, Use sepa- 
rate sheet if necessary. 


(ec) Is applicant... .... Ambulatory” 
Bed confined? 
House confined’ 
Hospital confined? 


0000 


4. DIAGNOSIS (If TB, use National Tuberculosis 
Association Classification) 


5. TREATMENT 
(a) Therapy and response... 
(6) Date of first visit 
Date of last visit _ 
Frequency of visits 

(c) When did you last examine the applicant? . . 


6. PROGRESS 


1 Year 
Indefinite | () 


(d) Have you advised applicant not to work?. . . 


Perm 
(OVER) 
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Complete appropriate sections i/ impairment is 
CARDIAC, RESPIRATORY, ARTHRITIS or NEUROLOGICAL 


(a) Functional capacity (American Heart Assn.) 
Class 1 (No limitation of physical activity) . 0 
Class 2 (Slight limitation)...........- 
Class 3 (Marked limitation).........- O 


CARDIAC 


Di at rest © On slight exertion ([) On moderate exertion 


O Yes No 


Frequency, duration and severity ....... 

(6) Deformity of chest wall... 
(e) Emphysema ... 
(d) Vital capacity (Degree)... 


ESPIRATORY | 


O At rest © On slight exertion (2 On moderate exertion 


(6) Physical Findings.—Give specific joints in- 
volved; describe deformities, tissue and bone 
destruction; limitation of motion ....... 


ARTHRITIS 


Describe any of the following conditions that are 
present, indicating degree, distribution, and resid- 
ual function in affected 


Lab. findings: C fluid ( 
protein, cell count, ete.), X-ray findings, EEG's, 


NEUROLOGICAL 
4 


PLEASE PRINT OR TYPE MAME OF PHYSICIAN OR ORGANIZATION ‘SIGNATURE AMO TITLE 


save 
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3, 4, and 7 will give a detailed clinical picture of the type of 
impairment and its present severity. 

Item 8 requests the physician to add to his report any 
amplifying information which may help to complete the clinical 
picture he has furnished in the report itself. 

The physician should return the report directly to the 
Social Security office where the applicant filed in order to 
avoid disclosure of this medical information to the applicant. 
The applicant’s entire file will then be transmitted for a deter- 
mination as to his disability. In most cases, the state rehabili- 
tation agency will be making this determination under an 
agreement with the Federal Goverment, and the reviewing 
team in that agency will consist of at least one physician and 
one lay member. 

The applicant’s physician, in submitting medical evidence 
on the report form or in any other manner, should give 
enough clinical detail so that the physician on the state agency 
reviewing team can assess the nature, the present extent, the 
onset history, and the probable future course of the impair- 
ment described. Although the final determination must include 
an evaluation of nonmedical factors such as age, education, and 
vocational history, the medical information submitted is the 
primary evidence for or against a finding of disability. Thus, 
the role of the physician in the “freeze” program is a vital 
one and the careful completion of the Medical Report, or the 
submittal of this information in another form, is his most sig- 
nificant contribution to sound determinations for those of his 
patients who have applied for this protection. 


RENEW FEDERAL NARCOTIC AND MARIHUANA PERMITS 

Osteopathic physicians and osteopathic colleges or research 
laboratories must renew their Federal narcotic permits every 
year before July 1. Failure to do so entails severe penalties. 

On or before July 1 each osteopathic physician who wishes 
to dispense, prescribe, or administer marihuana in his practice 
must, under the provisions of the Federal Marihuana Tax Act, 
pay a $1.00 annual tax and register or reregister with the Di- 
rector of Internal Revenue for each of the districts in which 
he practices. 


| 
| 
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Tremors 
s Gait 
cia Reflexes 
8. Remarks 
| 
(6) If not, what optimum improvement can be 


a 


